requires that the death certificate be executed within 24 haurs after death. Page 4 


1W0 < MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


0171g¢ CERTIFICATE OF DEATH 01699 


a5 1. PLACE OF DEATH “2. USUAL RESIDENCE (Whefe deceased lived. If institution: Residence before, odmission) 
23 fr iC EKO f MARYLAND Gaus Fs b. COUNTY WA 
Be Yb. CITY OR TOWN (if autside corporote limits, write] ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN [IF outside corporate limits, write RURAL and give nearest tawn) 
8 RURAL ond give negrest town) 
23 ALAM PST EA 7 LAL®D 
22 ‘d. NAME OF HOSPITAL (IF ff in hospital, give street oddress) a street ADBRES % ae 15 RESIDENCE 
£4 a oy oz 3 
S “A ialph Bee v. 10 NO PR 
d 3. ped ea 4 First 4 eae Month 
3 
ae (Type or print) lover ( ? fies eendy BERTH Paslid Dey einer, g By 
e 5. SEX &. COLOR OR RACE | 7. MARRIED DRCNEVER MARRIED wd. 8. DATE OF BIRTH ¥. AGE | pan JZ UNDER 1 YEAR|IF UNDER cx HRS. 
i 
Male ee a a eae eee Binal Gea 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF my ‘OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during mast af te life, even if retired) 
ae 2, ae eC nel. WS A r 


FATHER'S: NAME 14, Mi ae * Fa EN NAME 


&% Nz: Aero l pate tence. Burley 


'S DECRAS! th INU. S. MeL FORCES? |16. SOCIAL SECURITY NO. 


(Yes. v0. or yD (UF yes, give war or doles of service) 


Address 


-62F74 


ep ond (¢).] 


18. LER OF ui [Enter anly ane couse per line 


PART 1. DEATH WAS CAUSED BY: 
iL IMMEDIATE CAUSE {o} 


Then please remave carban papers. 
, ar remaval, and in any ie within 72 haurs after death. 


After this certificate has been signed by the attending physician and campletely 


_ due To, 
. 

= Conditions, if ony, which ® Wivatiote., ohne to 

i ; : : 

Ei gove rise to immediate 

& couse {0}, stoting the under. (OVE T —_— —— 

= = lying couse last. to) 

a a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
oZae Q 
cE} : Ee 
2 335 g cs a3 ves] NO DK 
= oon5 = [200. ACCIDENT WAS UNDERLYING=L) | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
2535 & | OR CONTRIBUTING-RL@AUSE OF DEATH i a 
Zees. © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ot eI 2 
gs5es & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, form, | 20f. (City or town) (Counly) (tote) 
eS 8 Eee {While Not white foctory, street, office bldg., etc.) | sae re A 
ie 3 4 = = So i “A lot workef=j-et-work—[] | arr \ 

ase8 
‘4 = a rtify that (I) (this haspital) attended the deceased trom ALY. PL, ee 1962. to Ath thee ide 194 EZ. that {I) (we) last 
ao o 
ae es e deceased alive on fetes Lee __ 19. Gg&and that death POP M, from the causf/ and an the date stated abave. 
H=e638 NATURE gr 2b. DATE 
e See - 
<fG5 7° ATTENDING MED. STAFF SIGNED 
ape 35 wa = Le M.D. | PHYS. DIRECTOR PHys. 1) 
One 2 wane S ADDRESS 
ps 8 ype) 

©. 2 (lA gfas eps ashlee. | Ranpstean  LGarglawvd. 
BSE S Sg/BURIAL, CREMATION, | 23b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) —SsState) 
053 34 j VAL-[Specify) 4 
zezee | | BUPA Pe 2/12/62 , Westminster Cemetery Westminster,Carroll Co. Md. 
ee eet ae. wie % OTE: _ ADDRESS 25a. REC'D BY REGISTRAR ] 25b. REGISTRAR'S SIGNATURE 
Yb 97 my S & phon) ~ br ble rena es as ede, DATE p42 16: raw) ¢ 


Peumhe ® 


ni is cae 4 ROR. Aah nab iy aac 4 
1 8G ase ston 
\ . » ral 
tae) ASS . > my Jaiasede Sy . 
Bad 


t 


Li 
a 
j 


+ 


a 


; 
ou] 
| 


— ee gs EPARTMENT OF HEALTH—BALTIMORE, 18 


91737 * CERTIFICATE OF DEATH’ 01°00. 


—_ 


2c Si Reg. Dist. No. 
3 = 1. PLACE OF DEATH 2. USUAL fh (Where deceased lived. If institution: Residence before admission) 
S oe. COU! MARYLAND °.. b. COUNTY 
te b. CITY OR TOWN {lf outside corporate limits, write ]c. LENGTH OF STAY IN Ib &. CITYOR TOWNE outside gorparote Tipit, write RURAL opd give nearest tous) 
baad RUBAL andAiive nearest town), 77 sty 
. msl g ? Us ‘ 
25 Lt pologr7ta is MEW da MHL, d AL] LLeD 
= d. NSME OF HOSPI AL (If not in hospital, give st d. BYAEET ADDRESS “3 . 1S RESIDENCE 
a OF PION : yaw ey Ry F. De “#6 4 © ON-A FARM? 
| tblke ¢P2ttfe Aigghopiadg Af tT shld \datlifte | pidtbtiid ft tpl XO XO 
fS 
oo 3. Rae First a Middle lost 4 i Moyth Day Year 
3 es MARTHA BAKE | Sum FFB, /9 62 
5 6. COLOR OR RACE |7. MARRIEDET NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
: ot lost birthday) Min 


wipowed [1] Divorced [] 


. USUAL OCCUPATION {Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY 
Biting most of warking life, everrif retired) 

jp pipe <lMUBALL 

3. FATHER'S NAME 


Ath 3 ke, 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? {16 


(Yes, no, oF unknown) | (UF yes, give war or dotes of service) 


z f Z 7 yes. 
tote Sr faretgn codmtry 
wf ‘ 


Address 


11. BIBTHPLAC) 12, CITIZEN OF WHAT COUNTRY? 


bee 


14, MOTHER'S MAIDEN Ni 


TAL SECURITY NO. 


—— ——- 


Lttildiza_ 


INTERVAL BETWEEN 


in 72 haurs ofter death. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (<)-] 


that the death certificate be executed within 24 haurs after death. Page 4 
Then please remave carbon papers, 


: After this certificate has been signed by the attending physician and campletely filled i 


5 PART |. DEATH WAS CAUSED BY: ae be eal 
3 IMMEDIATE CAUSE (a! 2. mes Oe 
g > ro Xx DUE TO 
& 
ae Conditions, - any, hid ma Fe >" are 3 ere 
3 ae gove sise to immediote DUE im 
= © 
5 gc cause (a), stoting the under- 
& ar lying couse lost. A Fa 
ars as 7 ra Parr Il. OTHER SIGNIFICANT SNARE CONTRIBUTING TO DEATH)BUT NOTRELATED TO exes ston G DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
2255 = oc 
gases nt yes] No 
Fea 8 © = [200. ACCIDENT WAS UNDERLYING []__[20b. DESCRIGE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
3s is & ]OR CONTRIBUTING C1 CAUSE OF DEATH 
eels & (Ue ETHER, NOTIFY MEDICAL EXAMINER) 
Sige = * 
Ssess & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. LACE OF INJURY (Home, farm, 20%. (City or town) (County) (Stote) 
ie, Re Dal ray Hour o, m. — Whil Nat whil ctory, street, office bldg.. etc.) | 
zs Be ry ae 1M citeoralerscr eda ! Se 
eR es 
ra = RS ak | sertify that | attended the deceased fram/ad~ eM es. (AY, ee. to Fhe. G4_, 19G that | last saw the deceased 
Z ac 
25 ees , 1962 _, and that death occurred ot BAM, fram the causes and an the date stated abave. 
F=Oa5 * ADDRESS (Street, city or town, stote) DATE SIGNED 
Ps a 
£50 5. ACTUAL c Z 2 
ape ss SIGNATURI (i AAPOR 
. a 
a2 PHYSICIAN'S 
fesse NAME (Hype Co Lins (x Se 2 Lz £2 SS ae LEO) ee Se ee 
BSZ° a RIAL, CREMATION, | 22b. DATE, THEREOF 1c. (AME OF CEMETERY OR . 2d. LOCAPION (City, town, or county) (State) 
2Io~ «. 
ee / Z 
opege Lif €2, pa2llter,| ping (lit7 In FEM. 
pete ADDRESS C'D BY REGISTRAR | 24b. REGISTRAR'S STGNATURE 


< 
& 
2p 
a 
= 


rghic_ FEB 23 "62 Outturn £. Mian 


2 
4 
8 
4 


Ce er ee a 


- 2s.) 


+ 
+“ 


b 

. 
& 
i 
# 


_— 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


07718 CERTIFICATE OF DEATH O1'701 


= 


= ce 
® 33 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissian) 
é& tx 9. COUNTY Racciae o. STATE b. COUNTY 

te arroll Maryland Carroll 
= acta b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If oulside corporote limits, write RURAL ond give nearest town) 

g ss RURAL ond give neorest town) ; 
= $2 Rural--Union Bridge |Three Wks. |X Rural-- Westminster 
we Song xX d. NAME OF HOSPITAL (If not in haspital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
oo -. OR INSTITUTION ON A FARI 

= e : Ra Da. 5 ves] NO 

2 = 5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 

= 3- ' 
2 244 TD jee cuantes Ce BARNES bam Feb. S192 
£ Ev 5. SEX 6. COLOR OR RACE ]7. MARRIED L) NEVER MARRIED [-] |8- DATE OF BIRTH 9. AGE {in years TEs 3.) we CU! a 
3 S75 8 jonths ys jours 
2 348 Male White _|wooweoy) — ovorceto |Pebruary 10,18 

2 eg ¢ 10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or yah country) 12. CITIZEN OF WHAT COUNTRY? 
§ 835 during most of working life, even if retired) U.S. A 
ee & Fende ech Retired) Maryland Sis ke 
oe 2 > |. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

oe o8 5 5 

g Bek ame Barnes Kitty Shipley 
= pee, 15. WAS DECEASED EVER IN ir S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 

z 

5 6 5 A (Yes, no, or unknown) (If yes, give war or dates of service) 
8 oti | - Mrs. Leighton Haifley, Same aw # 1 

re 2 8 E 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).) INTERVAL BETWEEN 
v =a y PART ip Best WAS CAUSED BY: x = ee ere 
fom AS IMMEDIATE CAUSE i _Cottans bro tic iad - Ale Oo <¢. DQ fee 

ba ££fic 
eae ts ‘ DUE TO 

Oo ~ 3 * a 
= P25 Canditians, if ony, which ee 

& RES gave rise ta immediate 
5 SRs cause (0), stating the under. ( OVE TO 

Fae S lying couse last. 

eacuaieae lying couse last. 

3.8 g 5 Z 3 ah WR nee nae CONTRIBUTING.TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Ride ee ay 
Sgn ts f\ |= Rast 
gesso “lS te ves] no PM 
Fo uRs = [ 200. ACCIDENT WAS UNDERLYING soe 2004 ath. HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 

ae 2 

get, 5 & | OR CONTRIBUTING L] CAUSE OF DEATH 
Zese 2 & | EITHER, NOTIFY MEDICAL EXAMINER) 
2 oe ee = 
3 oges & [20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
= ee 22 3 Hour o. m, While Not while factory, street, affice bldg., etc.) | 
EsE?? = pee 19 Jat work [] at work H 
@n22 

zee 21. | certify that (1) {this haspital is yea the deceased fram./ [19 (oe Nig Oe go 62. 19.___, that (1) {e) last 
Z2geya Y Pe 

2 “4 See sh the deceased alive a 2{e+__ ees and that death occurred ER, fram the causes and an the date stated abave. 
E 83 3 Ny 720. BONED 
<5G5°2 ATIENDING STAFF g 

2S D. ms) Binector buys. 1G 2 
oo 2 
ee SST os sone 
awit | mee Unie Bride» Md. 
Zee ie 2 ARI cote LSS. Min St, Union SRidees Md... 
Fa 23 up 230. BURIAL, CREMATION, 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (Stote) 
~S REMOWAL {Specify) 

apes Bur at Fe&. 10,1962| Ebenezer Cemetery Winfield, Maryland 

Dee Q 24, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 250. REC'D BY REGISTRAR 
LAA) C. M. Waltz, Box 241, Sykesville, Mde |p, 49 +62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MOLI 
07712 CERTIFICATE OF DEATH Ps 


—_ 
, 


& §2 = 
a 28 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission} 
2 25 2 COUT: ©. STATE b, COUNTY 
Aes Carroll] MARYLAND || Maryland gn be lto, City “_ 
a ae b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN Iif outside corporete limits, write RURAL and give neerest toWn) 
z 4 6 write RURAL end give neerest town) aan 
esa Sykesville _ ___|Léyrs.3mos.26days_ Baltimore _ 30 (-4- 
= got } 5 4, NAME OF HOSPITAL OR INSTITUTION {if nof In hospital, give street eddress) ||. STREET ADDRESS Formerly o. 1S RESIDENCE 
a et 5 
ab eo: |_Springfield State Hospital =» 3725 Ferndale Avenue ves [) Node] 
2 gaa ES dates Rea First "Middle Last NA, pee Month Dey Yeer 
32 aes 3 F 
g bac (Type or print) Ethel Amelia Barnes DEATH February 10% 19 62 
4 23s WShrseR "| 6. COLOR OR RACE) 7, MARRIED [_] NEVER MARRIED] | 8 DATEOFBIRTH PRE Grerpeweer pee rel RIDER CANES 
2a : | onths ys jours in. 
© 88s Female | White winowen[]  owvorceo[]| Jauary 30, 1886 | FR ws. | 
6 see 10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Tl, BIRTHPLACE (County & !~ ©, orfore.yn country) | 12. CITIZEN OF WHAT COUNTRY? 
= 3 2 o done during ost of working life, even if retired) | 
3 S82 a tory worker - Maryland U.S.A. 
eyes 13. FATHER’S NAME ar 14. MOTHER'S MAIDEN NAME 
3 2 Francis M.B An 
§ £22 ancis M.Barnes nie Rebecca Hardy 
eu oe Lc oe _ aie _ cage _ aie ‘= = te = — 
eS 5 = 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
oe 
£ 32s (Yes, no, or unkown) | (Ifyesgive wer ordetes olservice) 
= oa 8 ° Springfield Hospital R d 
2 ee bs 2 ae alm | _»pringtieida Hos a e€cords athens 
SS Heeisce 18. CAUSE OF DEATH (Enter only one cause per line for (e), (b), and (c).] P P INTERVAL BETWEEN =~ 
ess PART |. DEATH WAS CAUSED BY: + . 
Bey act IMMEDIATE CAUSE fe)  Sepbticemia ‘. Days ae 
£598 S. m 
eoore NS / DUE TO 
a“vog 
rea Conditions, it ony, whick ») Pulmonary abscess | Weeks 
oe 3 ne: geve rise to immediele ceuse 
=e 45 (e), steting the underlying f DUETO 
fos cause last. ict a Z at It OS ¥. ee ae 
go esa z PART U. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1e)| 19. WAS AUTOPSY 
page? 2 5 Psychosis with cerebral arteriosclerosis. Yes re no [J 
ie ho G. es £ eS . =a : J 2 ee 
Be Feo © | 200. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
oud. & | OR CONTRIBUTING [] CAUSE OF DEATH 
MEETS © | MF EITHER, NOTIFY MEDICAL EXAMINER) 
base 2 % | 20c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, » 20%, (City or town) (County) (Stete) 
ey uv Ze ! 
a} <B5 S acd feat While ar While fectory, street, office bldg., etc.) | 
= = jet work et work t 
Ct ed 4 p.m. 19 H 
a= ee ee ee Oe. 
I 2088 21, 1 certify that (I) (this hospital) attended the deceased from... Qetober...15., 19.49 toRebruary-11J9-62 that (1) (we) last 
a2 
woR3 2 saw thal lechared areuns, i) bruary..11.19.62.., and that death occured af3.29)PMirom the causes and on the date stated ebove. 
eral s ee aS a : <3 
O8as ‘o ie ¢. ATTENDING, MED. STAFF ey, 1 
Serle FY : LLAS 0. mp. | PHYS. [=] Director] Pivs. PQ 2/1 L/ 0 
ge on 22d. ADDRESS 
fa, ‘ : : 
ae Agustin delCampo,’ M.D, Springfield Hospital Sykesville, Mar: 
Oe528 _lL— ——— = —_ — = : baees 29. Maryan 
€R ge 2a, BURIAL, CREMATION, | 23b. DATE THEREOF | 23e. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Siete) 
mgs 3 REMOVAL (Specify) 
~7OT s G 
ork | Burila _| 2-1),-62 Mt. Olivet Cemetery Maryland ___ be 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e, REC'D BY REGISTRAR |25b. REGISTRAR’S SIGNATURE 
15M 7/61 


nlp ei ee PTA, Z. OS how Lakes aTFEB 13 62 Cinta 2, Tass ee 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAT): 
rs 


01720 CERTIFICATE OF DEATH 


5 SD 
ay cS 
= Fi = = = 
% £8 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
eo 2% so he a. STATE b. COUNTY ¢ 
g 2%e Carroll MARYLAND Maryland Carroll 
= 323 b. CITY OR TOWN {if outside corporate limits, ©. LENGTH OF STAY IN 1b c. CITY OR ote {If outside corporate limits, writa RURAL and giva nearest town) 
z o° 3 write RURAL and give neerest town) / me FP 

< 
© 33s Sykesville i ‘inksburg 
= 3 a° Ie 4. ake OF HOSPITAL OR INSTITUTION (if nol in hospitel, gie street eddress) Te ‘STREET ADDRESS 5 . a. TS RESIDENCE 
3 a 5 | ON A FARMI 
5 | 2 __ Springfield State Hospital ies > __| ves [NO ER” 
2 20 . NAME OF Firs! ~ Middle eee Leal | 4. DATE ‘Monit Da: ~ Veer 
3 2an DECEASED 
o ag OF 

g : 

g ble Typeorprin) = Sally (Sarah) Ann Knouse BARNES DEATH February 4, 19 62 _ 
2 Ses 5. SEX 6. COLOR OR RACE|7. MARRIED LJENEVER MARRIED [] | & DATE OF BIRTH 9. Say iF ae TYEAR] if UNDER 24 HRS. 

ee. Months | De: Hi 
e i 8 z female white wipowep [] pivorceo [| 4-15~86 yrs. . ‘i MG =i | 
S&S #2: 3 TOs. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
28 done during most of working life, even if retired) 
§ £85 Houseyife-  >g _ aieee Pennsylvania |. WIS aAS 

3 13. FATHER’S NAME | 14. MOTHER'S™MAIDEN NAME _— 

£ og | 
Seal 
$ £0 
$ 30 (1) John Knouse, dec, | e Mann, dec, — ——— 
6. Sig 1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.) 17. cee Address = a 
£ 320 (Yes, no, or unkown) | (Ityes give werordetesof service] 
eal o. - 
3 @ SS ao a Springfield State Hospital Records _ 
es © 1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c)] INTERVAL BETWEEN 
s 5 PART I. DEATH WAS CAUSED BY: CNSEPAND OFALS 
3 a IMMEDIATE cause (ce) AYteriosclerotic heart disease. <3 years _ 
: & 4 AOL, DUE TO 
a E Conditions, it any, which i) Arteriosclerosis, generalized. years = 
Pi S gave rise 10 immediete cause To —_ 
= (a), steting ihe underlying DUE TO 


i «)__ Pulmonary tuberculosis = 
PART Il. OTHER ON CONDITIONS CONTRIBUTING TO. an ee NOT RELATED TO THE TERMINAL DISEASE one 2. hs PART Ie} 19. WAS AUTOPSY 
PERFO! 


monary tuberculosis jubnjmals a a 
BS with cerel ra artetiose erosis ere i out gualitying crass, az, yes [] No K] 
= LOSC. L . go —s — 
"2De. ACCIDENT WAS UNDERLYING a] 20b. DESCRIBE HOW INJURY OCCURED. (Enler neture oF injury in Pert | or Part ll of item 18.) 

OP CONTRIBUTING [] CAUSE OF DEATH 


(IF ESTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. 
p.m, 19 


20d. INJURY OCCURRED 


While __Not While 
‘et work et work 


206. PLACE OF INJURY (Home, term, | 20. (City or town) ~~ (County). ‘(Stete) 
fectory, street, office Peele { 


MEDICAL CERTIFICATION, 


? Pm RQ occccy Woseesy that (I) (we) last 
Ry Bele "the causes and on the date stated above. 


DIRECTOR: After this certificate has been signed by th 
director, page 3 should be detached for use as the burial-transit permit. 


be filed with the State Dept. of Health prior to burial, 


OR ATTENDING PHYSICIAN: 


4 may be retained by the hospital or attending physician, 


saw the deceased alive on... mh OQ, ree 
22e. SIGNATURE , Rais: ‘ae. a 22b. OAT 
- ATTENDIN’ FF 
| “5 be ene C LO mo. | PHYS. (_ irector Oo puys. [ oe 
€ | 22k, PHYSIGAN' . ree | 22d. ADDRESS ; 
hi NAME AType) i 
& Re ‘ &gustin del as 7 ee ecg sl esi Sykesville, Maryland _ * ie a 
ger [2385 BURIAL, CREMATION, jay DATE THEREOF, [BAoLe NAME OF CEMETERY a 23d. LOCATION Sahat town or county), (Stete) 
VAL (Specify) 
vu 
ag 2/2 hoz Burbole a om 
VR AIS (4) RAL DIRECTOR'S SIGNAT! i) “ADDRESS bile REC'D BY — 2Sb. ool 
vA 2th, «|\pRER 6 62 Ciathun J. 


15M 7/61 A 


Des 


id 


in by the funeral 
es 1 and 2 shoul 


@: 


that the death certificate be executed within 24 hours after 


DIRECTOR: After this certificate has been signed by the attending physician and completel 


director, page 3 should be detached for use as the burial-transit permit. Then please remove car! 


OR ATTENDING PHYSICIAN: The law requi 
may be retained by the hospital or attending physician, 


a 


TO FUNE, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


TO HOS: 
death. ?: 


VR AIS (4) 
15M 7/61 


SSO 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 6 | hese: 


03 721 CERTIFICATE OF DEATH 
1, PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased livad, If institution: Residence before admission) 
oe a, STATE b. COUNTY ms 
Carroll MARYLAND Maryland City $, (to. 4 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR ae (H outside corporate limits, write RURAL and give aie town) 
write RURAL end glve neerest town) 3 6 aa 
Sykesville ys Baltimore 14 0. A Rieh ome 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS . IS RESIDENCE 
ON A FARM? 
wane prinefield State Hospital __,2823_Linwood Avenue 
3. NAME OF ‘First Midd Lest DATE ‘Month Dey 
ade) OF 2 a 
}) 
re) Stella Bartnik eae s 
5. SEX 6. COLOR OR RACE/7. MARRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yoors (IF UNDER 1 YEAR 
oO O tan birthday) | Monihs| Boys | 
winowed &] —_ivorceo [] |November 3, 1889 72 ys. | 
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 


t t. BIRTHPLACE % (County & Siete, or foreign country) ai 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, aven if retired) | 


ousewife 2 = Germany U.S.4 _ 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME i ee 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown} | (Ifyesgivewerordetesofservice) 
te - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enier only ona cause per line for (e), (b), and (e).] iat BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED By: 
iMMeoiate cause @) Septicemia 3 Soe ee _| days 
a DUE TO 
teny, Ghich Large infected pressure.sores weeks 
geva rise to immediete couse - - j 
(e), stating the underlying DUE TO 
GE ) = = shite pee 
Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TRNAS DISEASE CONDITION GIVEN IN PART I{e)) 19. WAS AUTOPSY 
8 SS kinsonisn. PERFORMED? 
§|C.B.S. with cerebral arteriosclerosis with psychotlé reaction tested =o ia 
= 20e, ACCIDENT WAS UNDERLYING fc) 20b. DESCRIBE HOW INJURY OCCURED, (Enler neture of injury in Pert | or Pert Il. of item 1B. ) 
e@ | OP CONTRIBUTING [] CAUSE OF DEATH 
© J (IF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, | 208. (City or town) (County) (Stete) 
a Hour e.m. While __Not While fectory, street, office bldg., etc.| | 
EI an 19 et work [] at work \ 


62 that (1) (we) last 


ceased from... eel 


je. 

me 
220. SIGNATURE = ‘22b. DATE 
. won Gh Le ce mo. |S oo piecror [] Pars, i 2-11-1987 


22d, ADDRESS 


Agustin del Campo, M.D Springfield State Hospital, Sykesville,--Md, 
23e, BURIAL, CREMATION, 


23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or i) {Stete) 
REMOVAL (Specify) 


BUBTAL? B18 SOMERSET , Pa, 


Bean_Cemetery- 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 25a. REC'D BY REGISTRAR | 25b. fecistrar’ ‘$ SIGNATURE 


Wim.Gook Blight Inc. 6009 Harford Rd, Balto, 14, Md» Fre | 6 "62 Chios of Haasan 


. | certify that (I) (this hospital) atlended the 
saw the deceased alive on.. 


aBf2 


and that on occured af.72... M, from the causes and on the date stated above, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION TISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 


Itena CR TMESATE OF PEAT H io te “O01 705 


— 


- 2 4 
26 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where daceasad lived, If insliulion: Residenea before edmission)/ 
rea! a. COUNTY a. STATE b. COUNTY 4 
3 2 reroll MARYLAND Maryland NdeI 
2 = B. CITY OR TOWN [if outside corporate Hmits, ©. LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporete ie write ‘Has a give nearest town) 
<3 = iD write RURAL end giva nearest town) is imore ; 
S) ees af Ly 1Om 9da. i a NA eM, os 
= Be d. NAME OF HOSPITAL OR INSTITUTION“ no! in hospital, giva straat address) RI 3 90 an ue ice ve 
| ae NEESER ED EPL. ae 
ws _Springfield State Hospital SAKE OY HALAS Bo @. ves [] No[] 
Be Sq “3. NAME OF First Middle . ~ Last DATE Monk « Day “Yoar 
3 2 Fa | Pee anaene 
ype or print} DEATH 
Fee : iy 3 Karl ---- Beaumont = - 19 
8 SEX COLOR OR RACE @. DATE OF BIRTH 9. AGE (I IF UNDER 1 YEAR| IF UNDER 24 HRS. 
8 pes HOMES E LOIS LIL S| 6 = (ead *\sene pein: 
° 8 8 male white wiooweo [] pivorceo [_] unknown O=? yrs, | > 
3s so8 Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= 28 3 done during mos! of working lifa, aven if retired) 
SE» 
ei 8 | -— Hanae : 
g = "3 3. HAE: NEME 14. MOTHER'S MAIDEN NAME USA 
€ o§s 
2 =swae 
3 Da seck ee Sheppar = f= 
oreee i. GRA AIGRK U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMAL rd Addrass 
2 $23 (Yes, no, or unkown) | (Ifyasgivawarordatasofservice) 
= “ 
murey ek unknown |_-<=-- --- Hospital Records 
£etn§ 18, CAUSE OF DEATH [Enter only one cause par line for (a), (bj, and ().] Pp INTERVAL BETWEEN 
soaE. PART I. DEATH WAS CAUSED BY: Feet Ane oee TH 
333 ao IMMEDIATE CAUSE (a) Massive pulmonary embolism A 4 | Minutes 
£ =f 
fa 538 o oe a. DUE TO 
zecke Conditions, if any, whieh) Myocardial Failure a J d Hours 
oe 3 as gave risa to immediata causa oe as ~e == 
~2es_.. {a), stating tha underlying Ut 
Bt] See a Myocardial Fibrosis ie. ___| Months _ 
ee £3 ans PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[a)| 19. WAS. 5 AUTOPSY. 
gs2%2 /_le|Schizophrenia, hebephrenic type 
Bete, 15 $e , P YP© puyxient sinusitis, frontal ees 
Seg 35 © 20a. ACCIDENT WAS UNDERLYING Tob. DESCRIBE HOW INTURY OCCURED. (Entar natura of injury in Par Tor Por Il of iam 18.) 
Be2S . B |i cirnen, NOTIFY MEDICAL EXAMINER 
aBeETE ON DICAL EXAMINER)| "= 
Vas iz 3 & [[20e. TIME OF INJURY Month, Day, Yesr | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, form, | 20%. (City or town) (County) (Stata) 
ay 285 4 ee Lite - Na wale factory, straat, office bldg., ete.) | we 
Ee cay fat work et worl ! 
g ogee 2 aS 19 
E 2028 Noa ceor 9osccy that (I) (we) last 
8 Q3 4 saw the deceased alive on....47) 3G, for the causes and on the date stated above, 
6 BRS coe g) 2 ATTENDING MED. STAFF 22 SOND 
a of £ PHYS. = [[]__oirector [] PHYS. [] 2/8/62 
A AE | 2ic, PHYSICIAN'S =” © x 22d. ADDRESS 
a NAME (T - 
Bag eo U "vel Naci N. Buyukunsal, M,D, Springfield Hospital,Sykesville,Md. 
<t9 —— = ——————————— —— 
2s 2 vhs = Ta, BURIAL, CREMATION, | 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town or county) {State} 
3 os8 REMOVAL (Spacify) 
OMR Mt._Olivet Cem. Balto. Md-+ 


VR AIS {4) / 
15M 7/61 


FUNERAL DIRECTOR'S SI saa SRE -_ Zac. 4 Loe 25a. REC'D BY REGISTRAR | 25b. wet $ Stearn 
vale ite ,.,§ Lb. - ATEr ER 1 3°62 Rent abe Posen 


MARYLAND STATE DEPARIMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MATTOP 4 
J& 


02723 CERTIFICATE OF DEATH 


TR 
% 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If institution Residence before edmission) 
ye 2s e. COUNTY e. STATE b. COUNTY 
ee Carroll ee = ere __— ae _ 
Serene b. CITY OR TOWN [if oulside corporate limits, ¢. LENGTH OF STAY IN Ib e. CITY ORT {If outside corporete limits, wrile RURAL end give nearest town) 
+t Hav write RURAL and give nearest town) 
<2; | US 2 Sey ie Baltimore 11 3Bvol-t 
= &? / 5 d, NAME a [AL OR INSTITUTION {if not in hospitel, give street eddress) d, STREET ADDRESS 4 @. IS RESIDENCE 
By o g ON A FARM? 
cares | Ne Springfield State Hospital _ 3350 Chestnut Avenue __| ves No bd 
2 sin I [3 NAME OF First Middle Tas! 4 DATE Month Dey Yeor 
Go ag Fr 
a T: int) 
aes vee _ leo ___ Belehner da ies February 6 1962 
of 5. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 # Ea 7. MARRIED [_] NEVER MARRIED fest Maghesey), ‘Honia| Onn [Hoos | Min 
es Male | White | woowm[] _ worcto[]|October 18, 1894 167 oe tO | | 
§ s$$ Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS ORJNDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= & 4 = done during most of working life, n if retired) 7 t 
f 228 __Spray Painter | {Qe Maryland Oise U.S.A. 
eae 13. FATHER’S NAME 14, MOTHERS MAIDEN NAME 
3 £8 ; 
$3 3a8 George Andrew Belchner d Rosa McCarthy = 
2 $§5— 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
os of g (Yes, no, or unkown) | (Ifyes give werordelesofservice) 
5 a 
E222 |. No |  -—  _—*(|218-10~3844 Springfield Hospital Records a 
— 5. E =. 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), end Rs dae 
ee2a5 PART |. DEATH WAS CAUSED BY, Saas 
eS pars wmmeniate cause io) Arteriosclerotic cardiovascular disease. _| Years 
os ere 
fai! 422,] | vx 
& mm ‘ 
BSgzs Conditions, if any, whieh ») Generalized arteriosclerotis : Years 
2s 3 25 geve rise to immediete cause Paes 
Feu,a {e), steting the underlying 
oo a piaent vibe L: «| 
25H es couse lasts «_Far advanced bilateral pulmonary T.B., Active _| Years __ 
Ze ie z PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He]/ 19. WAS AUTOPSY 
Beyal /> 12 4 ae 
8 RE eb Cc & Deferred, QOets vf | ves [] No fd 
Bis, & 5 a = | 202. ACCIDENT as UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Pert | or Pert Il of item 1B.)  B 
ye OF CONTRIBUTING ol A 
BSE55 & | ie erter, NoTiEY MEDICAL EXAMINER) 
> poe - ae : Js as ree,” Z 
2 BS2  |"20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, 201. (Cily or town] (County) {State) 
Beas g buena While __ Not While fectory, street, office bldg., etc.) | 
Be gee a y jet work [_] ot work ' 
iy a 
bfe2é ea W.GT 10... cross Qemkomenny 1962, that (1) (we) last 
mee 
6 Ata 22b. DATE 
2 ATTENDING MED. STAFF SIGNED 
Pe . mop. | PHYS. = [>]_iecror [] PHYS. fy] 2-6-62 
ee: ge 22d, ADDRESS ee a 7 saat 
ea NA\ fs 
ate j “G8 Agustin del Campol B Springfield State Hospital, Sykesville, Md, 
5 B= 238. BURIAL CREMATION: ie DATE THEREOF —| 23c.. NAME OF ao, OR GREMATORY (State) 
os REMOVAL (Spectty)/ om, E 4, 
tous i 2-9- mg % J 2g 
e*2 Phctagyy | 2-9-2 | Tliuer Le see gl, 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 7 ' REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
1SM 7/61 “ = 


_ 


Ltd. Fela Mettepllccadbl, pages 608182) sina Hage 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAT Py 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


me PLACE OF was 724 - 2. USUAL RESIDENCE (Whare dacaasad livad, If institution: Rasidence before admission) 
COC b. COUNTY 


_ 4 t . MARYLAND 
b. CITY OR TOWN {if outside corporate limits, c. LENGTH ‘OF STAY IN Ib €. 


WL ATE, and give nearest te 
MLA fgg At an {if not in hospital, Siva Mk. 


f outside corporate limits, writa RURAL and giva naarast town} 


== dal 


r your files. 


. File pages 1 and 2 with the State Board o 


; | ; ES Ga 
® Se NAME “ped Oo. 2S Avery Lozetcdle Ja va ves [] NO = 


DECEASED 
(Typa or print) 


BELL > Be ORE ime 


if COLOR OR RACE|7. marRieD [] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE [in years IF UNDER 1 YEAR| IF UNDER 24 HRS. 


last birthday) 


2, and 3 to the fun 


ithin 72 hours after death. 


’ Months] Days | Hours | Min. 
wibowe [I —vivorcto [] 10,/970 Pf yn. | [pe 

. ISUAL OCCUPATION {Giva kind of work — | 10b. KIND OF BUSINESS OR I BIRTHPLACE (State or foreign cpfnty) 12. CITIZEN OF WHAT COUNTRY? 
— during most of working lifa, aven # retirad) 

rs 

i (ehalpaeceplat ide MS 
2 MOTHER'S MAIBEN Nat 
£ I IST OL. to Soe 
9 a oo Be IN U'S, ARMED FORCES? i - 
ole no, or unkown) | (If yesgivawaror datesofsarvica) 

¢ — ——— eK. Lek, Stee. 4 LAA sa — 
= 18. CAUSE OF DEATH [Enter only ona causa par lina for (a), “ and (¢).] ~ ERVAL BETWEEN 
c 


U 
PART |. DEATH WAS CAUSED BY; Sa aye RRS ONSET AND DEATH 
l a IMMEDIATE CAUSE (9). 2 ‘ | — 2 


aa id >. DUE TO 
Conditions, it enyS whieh (b) 


gave rise to immadiate causa 
(a), stating tha undarlying 
‘cause last, 


DT athe 


fice along with form PM3. Page 5 may be retaine: 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permi 


DUETO 


(c) 
OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION. GIVEN IN PART Wai) 1 


9. WAS see 
‘Ol 


_| ves. fal No ial 


This certificate should be executed within 24 hours after death. If any 


the certificate, writing the word “pending” in pen: 


” , 
Dah per en 
202. EXTERNAL a eae Ww. . DESCRIBE WOW INJURY OCCURED. (Entar natura of injury in Part | or Part Il of item 18.) 
PRIMARY [j or CONTRIBUT! icy * 


MEDICAL CERTIFICATION. 


or its designated agent, prior to burial, cremation, or removal, and in any 


ko} 
ry 
= 
€ 
i 
oO 
6 
2 
3 
ie CAUSE OF DEATH. ~ De Aton $e ior i 4 4am 
& 2 0c. TIME OF INJURY Month, Day, Year | 2Dd, INJURY OCCURRED | 2Da. PLACE OF INJURY (Homa, farm, | 201. (City or er nn aaa 
G While __ Not While poi ret, office sp eo 
2 cat ee oy Kes) at work [_] at work Sv. lech, 
a 2 21. I certify that | took charge of the remains described above, held an Autopsy [at rae Inquir 4 and in my opinion 
o 3 Natural causes Accident fl Suicide im} Homicide ft Undetermined manner fl 
= § b CHIEF MEDICAL EXAMINER [—] 
§ ‘ EN, wi eA a he ba.n, ASSISTANT MEDICAL EXAMINER [7] DATE JIGNED 
3 re x, DEPUTY MEDICAL et ad vs 2 
2 sz Addross (Streat, city, town, of county) 
2 3 2b. DATE THEREOF 22d, LOCATION (City, town, or countr (Stata) 
A&E 
oat EI; ‘ 
a 24a. REC" 24ab. REGISTRAR'S SIGN; 


< 
Pa 
> 
a 
FE 
a 


£88 '62 Cuittaun § Haine 


is necessary, 
irector. Pag 


A 


ith the State Board o 


|, 2, and 3 to the ful 


« 
= 
re 
5 
3 
ES 
. 
s 
+1 
ty 
3s 
2 
3 
> 
F) 
‘3 
re) 
2 
iy 
a 
2 
E 
2 
= 
z 
Q 
(3 
2 
© 


cy 


the certificate, writing the word “pending” in Pencil in ltem 18, Give Pages 1, 


4 should be forwarded fo the Chief Medical Examiner's O! 


MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any, 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permi 


or its designated agent, prior to burial, cremation, or removal, and in any 
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Bs 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 


1a h MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


™“OT708 


1. PLACE OF DEATH 


e. C4 "ARR Oe ougrr 


2. USUAL RESIDENCE (Whare Jatgend lived, If institution: Residence befora admission) 


MARYLAND 


write RURAL end give neerest town) 


WEST STER 


3. NAME OF 
DECEASED 
(Type 0 or ei 


\ b. CITY OR TOWN {if outside corporete fimits, 


LID. 


d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) 


Wenk- SOS AIAN STREET 


c. LENGTH OF STAY IN 1b 


9 D4ps 


Middle 


PATRICIA ANN TZOOVE | 


PS SEN os 


6. COLOR OR RACE 


7. MARRIED oO NEVER MARRIED 
wipoweD [_] DIVORCED 


B. DATE OF BIRTH 


10b. KIND OF BUSINESS OR INDUSTRY 


13. FATHER’S NAME 


[AVL C. Beovem 


(Yes, no, or unkown) 


vO. 


DiS. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Ifyesgiva weror datesofservice) 


16. SOCIAL SECURITY NO.| 


17. INFORMANT 


ATARI LAND 


“c. CITY OR TOWN (If outside corporate limits, writa RURAL and giva naarast town) 


DYULESTO AVIV STEER. AOP2, 


d, STREET ADDRESS — 


oe ATA IA ST 


VAN. 23 WFb a 


BIRTHPLACE (State or foreign country) 


MWY Ove 


| 14. MOTHER'S MAIDEN N. 


PART 1. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (e) 


785 = 


DUE TO 
Conditions, if any, which (b) 
geve rise to immadieta cause 

(e), steting the underlying ~ DUE TO 
cave last. P (e) 


b. COUNTY 


“4. DATE Month 


DEATH SEE 


9. AGE (In yeors 
last ae 


CA, 


— 


IF U nal [IF UNDER 1 YEAR 
Phere | 


12, CITIZEN USA. ate 


WETTIE- CAR ess TONE SILER 


CARROLL / 


"|e. IS RESIDENCE 
ON A FARM? 


ves in No | 


tz 


IF UNDER 24 HRS, 


Hours Min, 


Addi 


CO Mati les Comeeu. Tal. ot 


SLE PIANV STi 


" QUEM PML ¢. Bu Wg fe h tb 


sey oe DEATH 
Aepy ie 


~~ PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION ¢ VEN I INP PART 


20e. EXTERNAL CAUSE WAS 
PRIMARY [] or CONTRIBUTING [1 
CAUSE OF DEATH. 


20. TIME OF INJURY Month, Dey, Yeer 


Hour a.m. 


MEDICAL CERTIFICATION 


19 
cer 


death resulted kom: 


Natural ea 


'y that | took charge of the remains described abov: 


rae Thaoahd 


] 206. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of item 1B.) 


Accident ak Suicide 3 


MD. 


“2De. PLACE OF INJURY (Home, ferm, ’ 


Homicide [7], 
CHIEF MEDICAL EXAMINER 
ASSISTANT MEDICAL EXAMINER 


"20f. (City or town) 


20d. INJURY OCCURRED | 
Whila ___ Not While factory, street, offica bldg., elc.) | 
at work [_] at work [_] 


Inspection | Inquiry 


Undetermined manner 


O 


DEPUTY MEDICAL EXAMINE] 


g 


punty}) 


7M ths! Addrass (Streat, city, lown, 
F CEMETERY OR CREMATORY 


KKID ERS CENETz 


22d. LOCATION (Clty, town, or country) 


(County) 


. WAS AUTOPSY 
PERFORMED? 


>. Yes oO Now | 


(State) 


DATE SIGNE) 


2fF- fer 


"eas 


wat, Md 


24a. REC'D BY REGISTRAR 


DATE F fi 


WEST VY S72 2A, At 


"62 


24b. REGISTRAR’S SIGNATUR 


Cinta of, ceo 


sea We tater a. 


’ babe om + Ps Ss 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, OFS88 


26 items SERPIRICATE OF P dk 


xc 


woah 
¥, 
Vass 


s 82 —— 
2 3 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived, If inslitulion: Residence before edmissian) 
yo Ce Ger ean esta Maryland » COUNTY Frederick 
5 on MARYLAND 
2 =n b. CITY OR TOWN {if oulside corporete limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [if outside corporate limits, write RURAL and give neerest town) 
~ FeO write RURAL end give nearest town) 7 
“ey Sykesville 2mos .9days Frederick LOR Qe 
& oo JZ d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d, STREET ADDRESS ae @, 15 RESIDENCE 
= an / ON A FARM? 
EX. the Springfield St. te Hospital _ ee | aly Gere aie ves [] no Lk 
28 gu 3. NAME OF Middle > _, tem ‘Month Day Veer 
3 ag ae ah H 7. B ie DEATH Feb 1k 62 
See 4 oath racey oyer ebruary » 19 nS 
3 28s 5. SEX 6. COLOR OR RACE|7. maRRIED Oo NEVER MARRIED fia 8, DATE OF BIRTH a a IF UNDER 1 YEAR (F UNDER 24 HRS. 
Months) Days | Hi | Min. 
5. ae Male White wow [H  oivorco[]| April 16, 1885 Creel Sea Tees (es 
6 ses Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 835 done during most of working life, even if retired) 
3% Set Railroad worker - Maryland _. g © | Bek 
rs 4 ec 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
age 
$ §82 John H. Boyer Amanda Tracey 
ey Brees 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT > Address 
= 32% (Yes, no, or unkown) | (Ifyesgivewerordetesof service) _ . 
= 2" 8 No - - Springfield Hospital Records 
fe iS: 6 18, CRUSE OF DEATH [Enter only one cause per line for (e), (B), end (c).] éj INTERVAL BETWEEN 
eoa5. “PART I, DEATH WAS CAUSED BY: 2 3 Gee ss 
Bap ae IMMEDIATE CAUSE (e)_ __ Arteriosclerotic cardiovascular disease Years __ 
fa5e5 42 oe DUE TO 
o% ow ~ * * A 2 
32 ese Conditions, if eny) which «Prostatic hypertrophy with urinary retention _ Unknown 
of 3 a5 geve rise to immediete cause 
“#2 “Bo {e)}, steting the underlying ace 
Rees aune lest el : = a 
ae ofa ps een THER SIGNIFICANT CONDITIONS CONTRIBUTING TO QEATH BUT ot REI ae THE TER na Dee CONDITION GIVEN IN PART 1a) 19. WAS AUTOPSY — 
34 Sse z eASSOC.W1 HISNS SoNTHRUTING TO DEATH aU psycnotic reaction. PERFORMED? 
ES S|___Possible malignancy. - ves] No [t 
meg 35 = Zoe A CTS UNDERLYING.) | 206. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of ilom 18.) 
CAUSE OF DEATH 
Rlzl< & |r einer, NOTIFY MEDICAL EXAMINER) 
Ozs23 % | 20c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED ) 20s, PLACE OF INJURY (Home, Ferm, | 20f, (City or town) (County) (Stele) 
Bus ge Fay Hour a.m. While __Not While factory, street, office bldg., etc.) | 
Be ge 3 = ek 19, et work [_] et work \ 
si 2a 
BeOss 21. 1 certify that (I) (this hospital) attended the deceased from..hed. cone Winey tOhBDLUary...Lh 19.62, that (1) (we) last 
Be 3 saw the decease alive on.. 9 ., end that death occur ‘ifrom the causes and on e date stated above, 
HZU3 9 he deceased clive on. MENTUATY...d 391902... end that death occured afi 20MMirom th don the date stated abi 
grea 22e. SIG 0 G wate — 22b. DATE 
E ATTENDING D, STAI , 
ave “A baa oll Le) rE bens PHYS NST] DIRECTOR [I Pays. 2/1h7ee 
7 Fe 22c. PHYSICIAN’ 22d. ADDRESS 
a NAME (Tybé) 3 
ae wy hgh: delCampo, M.D, ‘ Springfield Hgapi tal Sykesville, Md. __ 
Lome 23a, BURIAL, CREMATION, | 23b. DATE THEREOF ~__ {Stete) 
VAb (Speci 
otos8 Barta" | 2-17=62 
Ba = 
ate AIS (4k 24 FUNERAL DIRECTOR'S SIGNAT: 


M. R. Etchison 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF ies RESEARCH AND RECORDS, 301 W. PRESTON STREET, mais Sp 6 iam 
CERTIFICATE OF DEATH 4 


mol 
2 3 1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a ‘ag e. STATE b. COUNTY 
Ps _ Carroll a eLRND Maryland Baltimore v 
~es b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [lf outside corporete limits, wrile RURAL and give nearest town) 
aav write RURAL end give, 4 town) ; a 
£78 | Rural--Sykesvi 6 mo. 15 dys) Baltimore 3h, Maryland Ret 8, 
&: IS d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) _ ‘d. STREET ADDRESS a —¥ #15 RESIDENCE 
a2 Springfield State Hospital 9039 Simms Avenue ves [] No ie 
Ba ‘3. NAME OF First a Nidde last | 4, DATE Month ‘Day Year 
oN DECEASED : ‘ oF 
Oe (Type or print) Alice Elizabeth Burgan DEATH 2 27 19 62 
ce ee ee es = : ee a im 
3 5. SEX ]6. COLOR OR RACE! 7, saRRiED [—] NEVER MARRIED &. DATE OF BIRTH 9. AGE (in years [IF UNDERT YEAR| IF UNDER 24 HRS. 
23 £ “ * oO O ht hday) Months) Days | Hours | Min. 
sé emaie white WIDOWED [Xi] bivorcep [_] 12/13/79 2 yn. 
go Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stee. or foreig> country) | 12. CITIZEN OF WHAT COUNTRY? 
® done during most of working life, even if retired) 
Housewife Maryland USA 
13, FATHER’S NAME : "| 14, MOTHER'S MAIDEN NAME -— : 
David Grover unknown 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT —__ —— “Address: Fi 


{Yes, no, or unkown} 
no 
18. CAUSE OF DEATH [Enier only one cause per line for (e). (bj, and (ce). 
PART I. DEATH WAS CAUSED BY: 


(Ifyesgivewarordatesofservice) 


Springfield Hospital records - Sykesville, Md. 


INTERVAL BETWEEN “ 
ONSET AND DEATH 


been signed by the attending physician and complete! 
-transit permit. Then please re 


attended the deceased from... 
2 « and that ay occured ual 


2. 1 certify that Xt) (this a 
saw the deceased, 2/2 


22a. Prawn We 
22c. PHYSICIAN'S 


NAME (Type) ‘Naci~ 


pe MELE UL iy 1928 , that & (we) last 
3 om the causes and on the date stated above, 
22b, DATE 


MD. me Ty DIRECTOR Tet Pave, 2/762 
224, ADDRESS “Springfield State Hospital 
_oykesville,..Maryland....... 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


< 
4 
$ Ly Ly! IMMEDIATE CAUSE fe) Cardiac insufficiency _ days 
& DUE TO 
2 
§ Conditions, if eny, which (b} r 4 — 
5 gave rise to immediete cause “ 
es (a), stating the underlying DUE TO 
5 cause last. 7 (c) YY 
pa 2 re Zz PART Il, OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING - TO, DEATH BUT NOT RELATED TO. THE TERMINA\ Bex se CONDI Sys Nne 1N PART Ke)] 19, “WAS ‘AUTOPSY 
a8 / )2|Chronic brain syndrome Serite brain disease wi quali. PERFORMED? 
eS g ves [] No &K] 
os v —— -_ phras ae —— Le 
£8 = ACCIDENT WAS UNDERLYING [7] 20b. DESCRIBE Hi INJURY OCCURED, (Enter neture of injury in Pert | or Part II of item 18.) 
Qu 2 | OR CONTRIBUTING [] CAUSE OF DEATH 
pS S | (F EITHER. NOTIFY MEDICAL EXAMINER) 
ye a — — = _—* 
2 2 ta 2De. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm, ; 20f, (City or town) {County} {Stete) 
Bx a Hour a.m. While __Not While fectory, street, office bldg., etc.) | 
Sa 2 tack 19 at work [_] at work ! 
£2 
3U 
on 
> 
Fa 
Ea 
, 


TO FUNE! 


. Bayukunsal, M.D. 


23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) ~ (Stete) 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in ag 


director, page 3 should be detached for use as the burial. 


TO HOSP’ 
death. P. 


23a. BURIAL, CREMATION, 230. DATE THEREOF 
REMOVAL (Specify) B : 
f f altimote Ma 
fal dag b962—— Moreland “emorial ¢, : 
VR AI5 (4) 24 FUNERAL DIRECTOR'S SIGNAT! ADDRESS: 25a. REC'D BY REGISTRAR | 25b, REGISTRARS SIGNATURE 


1SM my to, a d 5 ia Aitot Adarn/ Rood ~, | DATA 5 '62 Chin f Fra 


L- 


in by the funeral 


ges 1 and 2 should 


any event, within 72 hours afte 


tg 


e 


transit permit. Then please remove carbon paper: 


|, cremation, or oe 


his certificate has been signed by the attending physician and complet 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be execufed within 24 hours after 
director, page 3 should be detached for use as the burial. 


may be retained by the hospital or attending physician. 


PS DIRECTOR: After t 


Pi 
be filed with the State Dept. of Health prior to burial, 


death, 
TO FU 


TO HOSPI?: 


VR AIS (4) 
1SM 7/61 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 0 ied Ie ta 


0179 8 CERTIFICATE OF DEATH 
zee = 
a: as DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residanca befora edmission) 
4 STATE b. COUNTY 
Carroll MARYLAND + Maryland 
b. CITY OR TOWN [if outside corporate limits, ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, writa RURAL and giva nearest lown) 


write RURAL end give nearest town) 


Rural--Sykesville 26y. Im. 264.|| Baltimore Ou > 2 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS 7 
Springfield State Hospital 732 Reservoir Street 
) NAME OF i ch ae ae “Last | 4. DATE ‘Month 
DECEASED is oF 
(Type or print) Emma Richardson Byrn DEATH 2 
5. SEX 6. COLOR OR RACE) 7, MARRIED [] NEVER MARRIED |] | 8- DATE OF BIRTH 9. AGE {In years |IF UNDER 7 YEAR| IF UNDER 24 HRS, 
leat Birthdey) |"Months) Days | Hours | Min. 
female white wivoweD [EZ] pivorcep [] 1/17/7h vrs, | 


Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


housewife Maryland USA 
13. FATHER'S NAME a 14. MOTHER'S MAIDEN NAME 4 ‘ 
John Richardson Duhamel 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT Address % 
{Yes, no, or unkown) | (Ifyasgive waror dates of service) 
no unknown Springfield Hospital records - Sykesville, Md, 
18. CRUSE OF DEATH [Enter only one cause per line for (a), (b), and (e).] INTERVAL BETWEEN 


ONSET AND DEATH 
TANT OATMDIATE cause) Cerebral vascular accident ___|__ten days. 


as Pas DUE TO. 
Conditions, if any, which (b) 


geve rise to immediate cause 
{2}, stating the undertying 
cause fast, (e) 


DUE TO 


19. WAS AUTOPSY 


é PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) MAS AUTOR 
SOME INES Cea Ma 
s| Paranoid reaction, paranoid state. ves F] no PL 
| 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter naiure of injury In Pert | or Port It of item 18.) on 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
3 |20c. TIME OF INJURY Month, Day, Yeer ) 20d. INJURY OCCURRED ) 20s. PLACE OF INJURY (Home, farm, | 20h. (Cily of town) (County) (Stara) 
Hour a.m. While __Not While. factory, street, office bldg., ate.) | 
Bt work et work 


p.m. 19 


saw the deceased alive on.. 
22a, SIGNATURE 


22b. DATE 
ING STAFF SIGNED, 
oO DIRECTOR (7 prys. ix 


oORES Springfield State Hospital 
Sykesville, Maryland mee 


23d. LOCATION (City, town or county} (Stata) 


Pikesville, Md, 


22c. PHYSICIAN'S — 
Pai ey ee" agent (oF Se oe 
eit eae 2a. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
Surat | 2-10-62 | Druid Ridge 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY 73 62 2Sb. “pts ev 
John 0, Mitchell & Sons, Inc, oare_ FEB | or, 
1900 Eutaw Place 


MARYLAND STATE DEPARTMENT OF HEALTH - 
DIVISION onyersgcs RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 GERT FICATE OF DEATH 1 S OL712 _ 


em 


(d) 
DUE TO 


geve rise 10 immediete cause 
{e), steting the underlying 
couse last. 6) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hel) 19. WAS ‘AUTOPSY 


? 
C.B.S. assoc, ae erate tae aecbence Hee igs reese. hs: Cx Ba 


202. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


fo 


20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 


ops. / (Bieta 


200. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) 
factory, street, office bldg., etc.) 


20c. TIME OF INJURY Month, Dey, Year 
Hour ¢.m. 
p.m. 9 


20d. INJURY OCCURRED 


While Not While. 
‘at work et work 


‘MEDICAL CERTIFICATION, 


. | certify that (I) (this hospital) attended the deceased from. ees In, 19.02, that (1) (we) last 
29m... 1962. « and that death occured a7. 5 Balle ite causes and on the date stated above, 
22b. DATE 


ATTENDING MED. STAFF SIGNI 
, chef mo. |PHYS. [J pikecror [7] Phys. [J 2-9-62 = 


saw the deceased alive on... 


s 62 
§ 233 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edprission) 
eo 2% Ba e. STATE b. COUNTY i 
2 282 Carroll JABYEAND Marylan a 

ne Be = 
ieee b. CITY OR TOWN (if outside corporate limits, sc. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
= Fs write RURAL end give nearest town) / 
See Sykesville 8mos.29dys. Baltimore 31 _ 5 VOT ee 
a ? S NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS 1S RESIDENCE 
= Byes ON A FARM 
. Rous 
acl” |, Springfield State Hospital || _1921 E, Fayette St. yes [] NO 
o 2 5 = ery Middle Last | 4. pParey Month Dey ~ Yeor 
3 28n Ei 
g eae (Type or print) Howard Clark Dears February 9 19 62 
. o§s 5. SEX "6. COLOR OR RACE|7. MARRIED Never Marie [] | 8 DATE OF BIRTH 19. AGE (In years | IF UNDER1 YEAR] IF UNDER 24 HRS, 
ogee Male White lex bithdsy) | Months) Days |” Hour 
o 8Oe wibowtD [_] Divorcen [ April lA, 1891 74 70" 
& Ses TOa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
ena one done during most of working life, even if retired) | 
g EEE lone - Maryland AUS ok s , 
2 ROe 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
£ 5 
8 £85 = = 
3s Yo bs = a 
o ica 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Addross 
£ 428 (Yes, no, or unkown) | (Ifyesaive warordatesofservice) 
4g fee oO - -__| Springfield Hospital Records 
cS ne 3 “18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e).) INTERVAL BETWEEN 
ef 
e755 E 5 PART |, DEATH WAS CAUSED BY: 4 ss 3 be SARC Seo 
BSR ae IMMEDIATE CAUSE (a)_Arterjosclerotic cardiovascular disease. - Years. 
e656 oe 

no DUE TO 

oees Xe ] 
a a 5 Conditions, if eny, whic 
o & 
= 5 
= 
< 
= 
is} 
13) 
<4 
: 
me 
v 
z 
A 
FA 
H 
I 
ea 
° 


DIRECTOR: After this certificate has been si 


4 may be retained by the hospital or attending p 
director, page 3 should be detached for use as the burial. 


be filed with the State Dept. of Health prior to burial, 


od 
a eat 22d. ADDRESS 
YP 
aon | Agustin del Campo, M,D, Springfield State Hospital, Sykesville,—Md, 
Crs E 23. BURL. CREMATION, 23b, DATE THEREOF ys Paes OF CEMETERY OR CREMATORY CATION {City, town or county) (State) 
0% ARO Coen 2/2 Binder Diag eaen cihellet 
Eh ye (4) 24 INERAL DIRECTOR'S SIGNATURE » ADDRES: 25a, REC’D BY RES STEAL: 25b. Cis Si Ae, 
15M 7/61 On 4, 4tY 4 Find 2 -cPigo. 
\) Zeek (aie __feebag © 2g _\we 


Sorat at 

= ie es 

ee We 
i ay 


Pe inne tele 4 


ne UR yon an 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01730 CERTIFICATE OF DEATH 01713 


xe 


- e = 
2 g 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmissiqn) 
w 2) a. COUNTY a. STATE b. COUNTY iF 
5 ene Carroll MARYLAND Mary] and ee E ‘e 
2 Ug b. CITY OR TOWN (if outside corporate limits, «. LENGTH OF STAY IN 1b ©. CITY OR TOWN (IF outside corporate limits, write RURAL oy give neerest town) 
~ FSS write RURAL end give nearest town) 5 th: 16 
<i ont an ronal 3uvo1-# 
£935 <= ——— — 0 SS pe 
a i b 
Bes 5 d. NAME OF HOSPITAL OR INSTITUTION [if no! in hospital, give street address) d. STREET ADDRESS o- 1S RESIDENCE 
3 Soy ONA FA 
oar 
q s 0 
oO: ~opringfield_ State Hospital _ 311 Ballon. A hale ws] nod 
3 a - NARE OF First Middle Ayu vy vee 
5 3s 
ge ae {Typa or print) Marie Connie Cullum A BERTH 19 
©. Bee 5. SEX . |6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (I IF UNDER 1 YE TF UNDER 24 HRS. 
g pee 7. MARRIED [SENEVER MARRIED [_] fear bition) pone teen ao ae 
2 35 Female White | woow[] _ovorceo]| October 8, 1889 172 = | | 
6 see 1a. USUAL OCCUPATION (Giva kind of work | 10. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE aicomny & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= B3eé done during most of working life, even if retired) | 
Ee: Housewife = Maryland _ a 
= See 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
S £85 F ; 
$ 388 ‘Prank. Deitz Mollie Elizabeth Voge 
e Sc. 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ei 
£ 523 (Yas, i“ or unkown) | (Ifyesgivawar or dotas of service) 
= 2.2 ee ke = ae Springfield Hos < n 
ret eae 5 18, CAUSE OF DEATH [Enter only one cause per line for (e), (b), and (c).] brangiieldt pital Records "| INTERVAL BETWEEN 
S535 5 PART |. DEATH WAS CAUSED BY: ‘ SNE ep pres 
pees ho IMMEDIATE CAUSE (e)  Septicenia So , =. Days ~ 
S65 22 al > DUE TO 
“mo 
g2eee Conditions, if eny, which )__ Pulmonary abscess “ Weeks 
oe 3 mS gave rise to immediate causa 
#2 ag (a), steling the underlying DUE TO 
Pera cou lat, ()___Bed_sores —.# 
ie 2 i B es Ss i bate “late ieoul CONDITIONS CONTRIBUTING TO DEATH id NOT Benes Laat Paid CONDITION GIVEN iN PART Tle)| Ww WAS AUTORSY 
pases x 1/2 e_laten syphilis “Old myocardial infarction, yearse RO! 
Uae © 15 5] ; 
Beee5 ~ 1s fos B.S. assoc, cérebral arterio, with psychotic reaction. j tha dt Els 
peses = [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter Bee Of injury In Part f or Pert Il of item 1B.) 
teud & | OR CONTRIBUTING [] CAUSE OF DEATH 
afE-s & | UF EITHER, NOTIFY MEDICAL EXAMINER) e] 
pa ge 8 % | oe: TE OF INJURY Month, Day, Yer 204. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) acne 
Syeks a Hoar mine While Not While factory, street, office bldg., ete. Ht 
Be aes = ras 9 at work [] af work [] 
a 
HEOS8 21, f certify that (i) (this hospital) attended the yiaga from. 20>... erdde..... 19.02 that (1) (we) last 
8 os 2 saw the deceased alive on... Quttidedbetood9 f 62. ., and that death occured me cio aie causes tel: _on the date stated above, 
FF eels ~-22b. DATE 
E ATTENDING MED. STAFF 
+ Boe ee Ld Gon mop. | PHYS. (2_opirector O Pus, kl 2-11-1887 
gE Ziad. ADDRESS 
os | Agustin del Campo, #.D. pringfield State Hospital, Sykesville, Md. 
“BS 2 d eR ee a atin ce ze aS Soret Bea 
92623 "23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, 1 county) (State) 
oe r REMOVAL (Specify) 5 
grees : Baltimore, Maryland = 


2m1 5-62 Holy Redeemer Cemetery 


24 FUNERAL DIRECTOR'S SIGNATURE pe 
: 7 Leeda Ae Litt vise Lidl 


sata REC'D BY REGISTRAR 


DATEFER 13. 162 


25b. REGISTRAR'S SIGNATURE 


Cutud & Hae 


ins 
VR AIS (4) 
1SM 7/61 y 

\ 


mal 


me Funeral directar, 


sy ofter death. Page 4 
Pages 1 and 2 should 


o 


Then please remave carban papers. 


The law requires that the death certificate be executed within 24 ha 


After this certificate has been signed by the attending physician and campletely filled 


page 3 shauld be detached far use as the burial-transit permit. 


by the haspital or attending phys 


ATTENDING PHYSICIAN 


TO HOSPIT. 
may be ret 


TO FUNERAL as: 


< 
a 


AIS (4) 
15M 9/58 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


01 VBR: CERTIFICATE OF DEATH 
A apne Ss een pecs: (Where deceosed lived. If institut idence befare admission) 
a. b. COUNTY 
MARYLAND 
Carroll 
b. CITY OR TOWN (lf outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) ¥ 
Rural-New Windsor “Rural New Windsor 
d. NAME OF HOSPITAL {If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION | ON A FARM? 
yes] no] 
3. NAME OF First Middle Manth Day Year 


DECEASED 
(Type or print) BETTY 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED Oo 8. DATE OF BIRTH 


female |colored |woownggy wore |Oct. 13, 1877 _ 


10a. USUAL OCCUPATION {Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY Ps BIRTHPLACE (State or foreign country) 


ab 34 19 62 
9. AGE {In years [JF UNDER 1 YEAR| IF UNDER 24 HRS. 


Be Months] Doys | Hours] Min. 
ys. 


12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 


Housewife Blackstone, Virginia | U. S. A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
| Harry Kelley Indianna Young 
WDSc Reig on Heuer 16. SOCIAL SECURITY NO. INFORMANT 2 Gre) Madi S6rtt Ave ‘ 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c). INTERVAL BETWEEN 
A ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: 
2 mens CAUSE (0 Beane 
4 } DUE TO 
. § 
Conditions, if ony, which tw {sd oa 5 
gove rise to immediate 
couse (0), stoting the under- ( DUE TO 
lying cause last. i) 
- Pakr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vio)|19. WAS AUTORSY 
2 
3 yes] No) 
© 200. ACCIDENT WAS UNDERLYING C]__|[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
© | OR CONTRIBUTING C] CAUSE OF DEATH 
G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
5 a a a 
& ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn} (County) {State} 
A ears ears  dalideanl eects factory, street, affice bldg., a0) | 
= p.m 19 Jot work (-] of wark : 
21. | certify that | atten oe .—s from MA7E2— 19. tA FE 2— 19 that | last saw the deceased 
alive on______f, LIL (46 ce | ee ee , and that death accurred fifo Am, fram the causes and on the date stated abave. 
ADDRESS {Street, city or town, stole} DATE SIGNED 
E ~ D 
SIGNATURE Vik Paes MD. _ Meas UA ae Mef. 2/xfer 
PHYSICIAN'S 
NAME (Type bee Wanddar sa 2 ee 
72d. LOCATION (City, tawn, ar county) (Stote) 


24a. REC'D BY REGISTRAR 


pare FEB 7 ‘62 


‘2ab. REGISTRAR'S SI 


Cathet f Mrnsads 


‘2a. oui ee 22. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
MOVAL ify) 

Buytar (Feb, 7, [Gb 73 

23. FUNERAT\DIRECTOR'S SIGNATURE F wy) 


= 
S. 


Id in by the funeral 
Prages 1 and 2 should 


within 24 hours after 
t, within\72 hours after death. 


id 


apers. 


Then please remove 


d by the attending physician and completel 
or removal, and in any ev 


ysician, 


‘it permit. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


4 may be retained by the hospital or attending ph 
DIRECTOR: After this certificate has been signe: 


a 


TO FUNE 
a2 


director, page 3 should be detached for use as the burial-tra 
be filed with the State Dept. of Health prior to burial, cremation, 


TO HOSP. 
death. Fj 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


So Th [6 COLOR OR RACE|7, mapRieD [-] NEVER MARRIED | ] | & DATE OF BIRTH Be SR al 1 vex i le 2 
jonths urs 
Female White winowe [YJ] oivorcto [] | Ogtober 26, 1878. Bre vs 


7 CERTIFICATE OF DEATH 01'715 
1. PLACE OF wet 32 2 ~ 2, USUAL RESIDENCE (Where deceased lived, If Institution, Residence before edmission) 
e, COUNTY e, STATE b, COUNTY 
Carroll t MARYLAND Maryland City I” 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR zee {It outside corporete limits, “write RURAL end give neerest lown) 
write RURAL end give nearest town) 
__ Sykesville 2yrs9mosl0dys Baltimore 24 ae Pmt 
4. NAME OF HOSPITAL OR INSTITUTION (i nat in hospital, give sireo! eddress) d, STREET ADDRESS «. 1S RESIDENCE 
___ Springfield State Hospital _ | 612 S. Macon Street ves L] NOI]. 
3, NAME OF First Middle Last 4, DATE Month Day “Yur ae 
DECEASED OF 
Ryesbeeday Alice Greason Eiler beatH §=February 16 162 


Wa. USUAL OCCUPATION [Give kind of work 
done during most of working life, even if retired) 


_Housewife at Co A 


13. FATHER'S NAME 14, lak MAIDEN NAME 


Joseph Greason Elizabeth Ziegler 


12. CITIZEN OF WHAT COUNTRY? 


ie a TB kis = 


1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE [County & Siete, or foreign country) 


cm 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyesgive weror detes of service) 
No LD ___| Springfield Hospital Records tl ey 
‘| 18. CAUSE OF DEATH [Enter only one cause por line for (e), (b), end (e).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY; Ao Sei 


IMMEDIATE CAUSE (o) Arteriosclerotic heart disease, Segre 


DUE TO 
Conditions, uk Y ’ w Generalized arteriosclerosis. Years, _ 
gave rise to immediate cause 
{e), steting the underlying 
couse last, (e) 


DUE TO 


)19, WAS AUTOPSY 


eS PART 1 OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING To DEATH | BUT. NOT RELATED TO THE TERMINAL IAL DISEASE : CONDITION G GIVEN I IN PART ile) ioroueer 
=|C.B.S, associated with cerebral arter “i peeitas te with psychotic reaction) vs [] xo] 
& 2 

© [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCC sabe’ wih Meda O Soni I of item 18.) 

& | OR CONTRIBUTING (1) CAUSE OF DEATH 

G JF EITHER, NOTIFY MEDICAL EXAMINER) 

s 0c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 208, (City or town) (County) (Stee) 
2 Hour aie While __ Not While factory, street, office bldg., etc. | 

3 ie AS ot work |] at work 


220. SYGMATURE — 22b. DATE 
ATTENDING STAFF 


«MD. | PHYS. | DIRECTOR oO PHYS. ip: 4 2-1 
| 22d. ADDRESS . ee 


iSpringfield State Hospital, Sykesville, 


Agustin del Campo, 


24 EVNEI lps. ee. ]GNATURE i a Bap a se 


REMOVAL | BURIAL. 


iM | Aa-f9 -GaAs OnK Lawn CEMETERY |79aS5° 


| 23b. DATE THEREOF Moa NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) eh 
1) 


25a. REC’ Has BY REGISTRAR 25b, REGISTRAR’S SIGNATURE 


vatEB 2 0 62 Chvdnt So Pires 


tid 


ee Styae s3 


: 


° 
drat foe SS a bateny fe: 

pebe ad =: ater Wee 
whe. * 


. “ A s a 


taf a) A 
is aN 


be 


1 % MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Y ie] MEDICAL EXAMINER’S CERTIFICATE OF DEATH seen Q1716 


Rin yee 
oS Fal 
=. = =, 
3 é 1, PLACE OF DEATH 2. USUAL RESIDENCE {Where decected lived. If institution: Residence before admission) 
a a. G 9. STATE B. COUNTY 
~ Y LAAN, a MARYLAND LPLLLAA LE-EEE —tL AAL 
8 ITY OR TOWN ovnice corporate limih, write RURAL ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (IF offride corporate limits, write RURAL end give nearest 10 
E ipeainaag 
rd 


SL EPL LAR? sa 


90 @. IS RESIDENCE 
iy, ON A FARM? 
Lodges had "Laan ves E]_No B= 


Losi Month Day Year 


aRsb Ets 2 wee 
‘6 Sone ACE |7- MARRIED RRIED []{B. DATE OF BIRTH 9. AGE im yoon FUNDER 24 HRS, 
ae ‘Months H. Min, 
SPtAMK Ly bez Ze |wivoweo] —_vorceo } (CZ f ey RJiecwlew ee 
ibe USUAL seth pie bine: of oe done} 10b. KIND OF BUSINESS OR INDUSTI ne bali {State or Pd Ls 12. CITIZEN OF WHAT COUNTRY? 
dusingymos! of worki oe Wi retired) Pt. y 
Mere DP 1th AAD A La). ie, SSA 
im FATHER’S os 14, MOTH] " 1D} N NOME op 
Pe: Let. e/a Sa Ga _Cktasbitnd 
PZ c “_ LL Lg CPLR 
I 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |1640CIAL ef I. % 17. INFORMANT d (A 
ie Sos ‘or unknown) (yen give war war or dates of service} Zz z 6 - KI 


18. CAUSE OF DEATH [Enter only one coure per line for {a), {b), ond (c).] wee INTERVAL BETWEEN 


ZZts 
d. NAME Q 


tor. 


tel) 
HOSPITAL OR I “sy 


na 


& : 
istrarYpriar ta burii 
* 


. If any delay is necessary, please exe- 
form PM3. Page 5 moy be retained far yaur f 


File pages 1 and 2 with the regi 


Cad Eom. 


Item 18. Give Pages 1, 2, and 3 to the funeral 


= 7 i ONSET AND DEATH 
i FUMIE S Peas gsutiTine «hy Pattgeing ata 
3 ‘By. DUE TO (| : 

2 Conditions, if any, x, 0) 


gove rise to immediote cove 
(a), stoting the underlying( CUETO 


cause last, ——— 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN FART io)|19. WAS AUTOPSY 


in pen 


oS 


200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port I or Port Il of item 1B.) 
PRIMARY (j or CONTRIBUTING C] 
CAUSE OF DEATH: 


20c. TIME OF INJURY Month, Doy, Yeor _[20d. INJURY OCCURRED |20s. PLACE OF INJURY (Home, form. 20. (City or town) (County) (Stole) 
Hour a.m, While Not while factory, atrest, office, bidg..-e 
pm 19 fat work [J at work CJ i 


21.1 nee thot I took chorge of the remoins described above, held an Autopsy [_], Inspection “pg, Inquiry fk. and find that 
death resulted from: Natural causes [J], Accident [1], oom es Homicide [[], Undetermined cause [[]. 


DICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 
MEDICAL CERTIFICATION, 


ficate, writing the ward “pending 
the Chief Medical Examiner's Office alang 


TO FUNERAL DIRECTOR; Page 3 shauld be used as a burial 


ACTUAL Winch) pare bw 

oS Byte es mop, CHIEF MEDICAL EXAMINER [7] ae 5.-Oe 
w < ae ASSISTANT MEDICAL EXAMINER [7] 

Bre, 2 | \euteet Ty if x 

2 = 3 e 4 NAMED pe) eS AME AR r¢ DEPUTY MEDICAL EXAMINER ee 
a2ip t Zo. BURIAL, CREMATION, | 22b. DATE iy, = CEMETERY OR CREMATORY 22d. LOCATION {City, town, or county) _ {Stote) 

Bs ile Vesey Be pei) erst ays 

. DLE, SA tithoitots MA! Pt - 


ac re ee DIRECTOR TOR’ $ SIGN: ses ee ‘24a. REC'D BY B ‘2kb. REGISTRAR'S SIGNATURE 
VS. A1SME(5) ip ae 
5M 9/55 GR, fb eeff7 patepe 15 a Clnthut ib, Frcia 


~ 


Tet bee 


| ia jos 


Oa}: seen 
+ 


ae 


y 1 
te STATE 


HEALTH DEPT. 


alth, 


is necessary, 


rector. Page 
retaine® ror your files, 


e State Board 
™~ 
Q 
\ 


; 2, and 3 to the fu 
with 
within 72 fouppaadter| death, 


ages 1 
jiner’s Office along with form PM3. Page 5 
in any event 


ansit Bermit. File pages 1 an 


and 


& 


the word “pending” in Bencil in Item 18. Give P: 


Medical Exami 


5 


5 
2 
oe 
= 
a 
2 
oO 
3 
g 
2 
5 
° 
= 
5 
ied 
=e] 
oe 
= 
25 
per) 
3a 
o 
&s 
ga 
ia 
3B 
° 
= 
& 
are) 
tay 


ICAL EXAMINER: This certificate should be executed within 24 hours after death. If any 


the certificate, 


ev 


6 
& 
§ 
é 
a 
2 
F 
6 
: 
2 
3 
3 
3 
% 


TO DEPUY 
please exec 


VS. AISME 
5M 7/59 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, me Oy hea eg 


01 734 | MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1 React! DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ee - a. STATE b, COUNTY 
Carroll MARYLAND Maryland Frederick 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {if outside corporate limits, write RURAL and give nearest town) 
write RURAL end give neerest town) 
Sykesville lyr.6mos. 2da Frederick : lox 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d, STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 
|__ Springfield State Hospital _ |" ir: 2 i 
‘3. NAME OF First Middle oy Hash “4, DATE Month “Dey 
DECEASED . OF 
Gye Foetal William H. Freed | pt. grebreary . 1801968 
5. SEX 6. COLOR OR RACE|7, MARRIED [] NEVER MARRIED [] | 8- DATE OF SIRTH 9. AGE (In yoors |IF Toni YEAR |“IF UNDER 24 HRS. 
3 lest birthday) |"Months| Deys | Hours] Min. 
Male White | wows ff] _oivorceo [| Sept. h, 1883 78 | 
108. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) r. 142, CITIZEN ‘Of WHAT COUNTRY? 
done during most of working life, even if retired) 
Various « Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
Edwin Freed Thannie Baker 
a WAS ea aie eS ARMED Hs 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 7 
(Yes, no, of unkown) | (Ifyes give warordetesofservice) 4 
N - 220-05-6286 Springfield Hospital Records 
"| 18. CAUSE OF DEATH {Enler only one cause per line for (a), (b), end (e)] a = ms | INTERVAL BETWEEN 
INSET AND DEATH 
Pak I, DEATH WAS CAUSED BY; m 
IMMEDIATE CAUSE (a) Heart failure. 
bot X O,0 our0 cs ee 
Conditions, if any, which _ Severe artcriosclerotic heart disease ie years _ 
gave rise to immediate cause 
{a}, stating the underlying f° DUE TO 
couse last. te). 
z crHks OTHER OGL WAL CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TQ. TERMINAL PISeAse CONDITION ay IN PART ie) 19. WAS AUTOPSY 
2 assoc. With Sokebrat arcertore erosis with psychotic react Lon. x] no 
< YES NO 
uv > 
= | 208. EXTERNAL CAUSE WAS 2Db, DESCRIBE HOW SNJURY OCCURED, (Enter nature of Injury in Part | or Pert Il of item 18.) 
fe | PRIMARY 0 of CONTRIBUTING [Ff 
G | CAUSE OF DEATH. Unknown. 
3 20¢. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY Hone, cil | 20F. (City or town) (County) (Stete) 
a H <M Whil Not Whil toes" ice bidg., etc. 
8 rem Feb. — 75,62 lamar ane n]| Hospital Sykesville Carroll Md. 


21. I certify that | took charge of the remains described above, held an Autopsy fx. Inspection (x. Inquiry (4 and in my opinion 
death resulted Natural causes Pa Accident im} Suicide Et Homicide im Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 


ACTUAL DK! 
pee ¢ _ ASSISTANT MEDICAL es (el TE SIGNED 
4 EPUTY MEDICAL EXAMINER 
EXAMI 5 
NAME James T, Marsh, M.D. Rueda odes) 2 2/19/62 
22a. BURIAL] CREMATION,| 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) (State) 
RE 
Burd: =22—62 o' z Olivet Cemetery Frederick, Maryland 
23, FUNERAL DIRECTO! hele Pay nial 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
. it 0! arylan 
‘ DATIFEB 21 '62 = 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, in 0 ind I 8 


01735 CERTIFICATE OF DEATH 


pe) 
ez 4 
£3 \. PLAGE OF DEATH 2, UBUAL RESIDENCE (Where deceesed lived, If Institution: Residence before edmission) 
Saat a, STATE b. COUNTY 
Crees ll ____manvuxn Mrvla vd Garrett 
b, CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN 1b c. Ss OR TOWN/(If outside corporate limits, write RURAL end give neerest town) 
write RURAL and give neerest town) fig 
Sykesville = Rucw Meelis '- lunat  ~ +e 
, <. v4.4 OF ville. ia INSTITUTION (if not in hospital, give street address) S) ADDRESS @. 15 RESIDENCE 
a _£ \ R Ee ON A FARM? 
_BARtholow) Rew (Rethe low Rog. | ves 2] No Bat 
First /] wide 4, DATE Month Dey em 


Renan Feb. JO 1962. 


9. AGE (In years a UNDER 1 YEAR| IF UNDER 24 HRS. 
last Sid “Hours ) Min. 


7 
_ hl fi ths oe 
LOR OR RACE re NEVER MARRIED [_] fe wy ‘OF BIRTH 
f 
A winoweo [] _pivorceo [-] L28 fi, bale fel 
70b. KINO OF BUSINESS OR ial Ai. BIRTHPLACE (Couhiy & ue or 2 country) ¢12. CITIZEN OF WHAT COUNTRY? 


Z ~ ma oh MOTHER'S <9 7 7 U : S, Va z 
sown NO. 


4 ; } 
yu on 
17. | Ae tpld. ne ater kee d. 
A 
18. CAUSE OF DEATH [Enier only one cause p "A line for (e), (bi, oni ki het | Ait. Oegplc wtf PLA 


ONSET AND jee 
uf RT, DEATH WAS CAUSED BY: 
NR mes innit Pancha fprrtioend. LY Zee, 
FoI DUE TO 

Conditions, if ony, which {b} 
gave rise to immediate cause 
{a), stating the underlying 
cause last. rai te) | 

PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1e)| 


Wa, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 
—_— 


13. FATHER NAME 
A VE 304 b Ls 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. § 
{Yes, no, or unkown) | (Ifyesgivewarordetasof servica) 


in any event, within 72 hours aftée.de 


ding physician and complet 
Then please remove carbon papers¥ 


L, al 
© 


cremation, or remo) 


IAN: The law requires that the death certificate be executed within 24 hours after 


19. WAS AUTOPSY 
PERFORMED? 


| ves []_ No gt 


Oo 


20a, ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Part | or Peri Il of item 1B.) 
OP CONTRIBUTING [|] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m. 
p.m. 19 


21. | certify that Cie 5 attended the deceased from... jth Tae to. PBE.0.0...., 1962, that (I) Quo) lest 
saw the deceased aaa 1 & ‘ 19. (4 and that mete occured at (t , from the causes and on the date stated ay 


'2e, SIGNATURE 22b, D. 
2 rs ‘= ena. = AE? i MID: op oO pea oO Be fb ESS, se 
22. and as Sane al Oh fa aey 22d. 5a Sy ke sudlle yh AC a, 


20d. INJURY OCCURRED 
While __Not While 
et work [_] ot work [_] 


20e. PLACE OF INJURY (Home, frm, 20f. (City or town) == (County) — GBtete) 
factory, street, office bldg., etc.) f 
t 


MEDICAL CERTIFICATION 


DIRECTOR: After this certificate has been signed by the atten 


4 may be retained by the hospital or attending physician. 


~~ 


OSPFAAL OR ATTENDING PHYSICL 


rector, page 3 should be detached for use as the burial-transit permit. 


be filed with the State Dept. of Health prior to burial, 


gen 23a, BURIAL, CREMATION, 73 ‘DATE THEREOF 23c, NAMEYOF CEMET ERY OR CREMATORY, 23 ere) 
oA, VAL (Specify) 
70% . — 4 
g g {ron A-/ Bi -G & AM ttid aCe. ae 4, Sf 28 
7 258. REC'D BY RE! 


cate FER 19 62 


VR AIS (4) \ 
184 7/61 
y 


24 FUN rr oe , 
EMEA MAG, 


OT Te 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
01736 CERTIFICATE OF DEATH neg. var. WOL'719 


1, PLACE OF DEATH 2, USUAL ‘gees (Where deceased lived. If institutian: LE befare admissian) 


beg oe MARYLAND oe b. COUNTY 


Lp DATA 


b. CITY OR TOWN (If outside corparate limits, write | c. LENGTH OF STAY IN 1b 
RURAL gnd give nearest lays 


¢ Z q 

AGRI LACLMEE. Ake faa ott 
d. NA OF HOSPITAL (If nat in haspital give street address) d. STREET ADORESS: e. (§ RESIDENCE 
OR INSTITUTION ON A FARM? 


: Ze ¢ IZ 7 pe 


3. NAME OF Middle Lost 4. pete 


TEMS. WLI ADHARD Fock | ham FO PY 6 2_ 


5, SEX 6. COLOR GR RACE |7. MARRIEDAT NEVER MARRIED [[] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
y) - st birshday) [Months] Days | Hours Min. 
wipowep [] DIVORCED [1] Z. & re 
Wn caunti 


Pralb_|\fithde 
100. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUS’ ‘11. BIRTHPLACE (State ar farei@n 12. CITIZEN OF WHAT COUNTRY? 
gps WA of “ots iB life, a fetired) j ae 


(If autside corporate limits, write RURAL and give neares! tawn) 


Pages 1 and/2 shauld be filed-with 
= 


: After this certificate has been signed by the attending physicion and completely filled in 


14. MOTHER’: MAIDEN NAME 


le- [4/ Fly 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, or unknown) (IF yes, give war or dates of service) 
—_| srs ADWS. 
18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b). and (eh.] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


ONE 
} ) DUE To y i) 
anditontatioaye rican 2. 3 
gave rise ta immediate i 


13, FATHER'S NAME = 


Aueetel. £. £3 


Then please remove carbon papers. 


ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death. Page 4 \) 


€ 
g 
3 
& 
o 
> 
° 
2 
n 
is 
£ 
= 
1 
<3 
5 
$ 
3 
ee e 
as cause (a}, stating the under- DUE TO ~ 
g%se lying cause last. (c). 
A eee ws 4|P2 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
2s 2 ro PERFORMED? 
335 S yes} NO 
OeR8 = [200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il of item 18.) 
BS a & | OR CONTRIBUTING C] CAUSE OF DEATH 
Begs 5 [Ur EITHER, NOTIFY MEDICAL EXAMINER) 
358s & [20c. TIME OF INJURY Manth, Doy, Year 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20. (City or town) (County) (State) 
ses 3 fife qe 9 (While, Nat while factory, street, office bldg., etc.) | 
3i°5 g Bein Latmedes, hee eR i 
S.95 i y 7 
35 21. | certify that! attended the deceased fram_= 4 a | b&., 19 Frat | last saw the deceased 
2208 —— 
oud 3 alive an_. Ae __| pS Bey 
£632 
ys) 
25 >= actual Ag . 
a 8 5 sinature_{ _K\ \" 6 
LYes © PHYSICIAN's ff 
Seas | NAME (Type) x 
K a = a 5 ‘ 
3 82° Mo. BURIAL CREMATION, 22b. DATE THEREOF ac, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, tawn, ar caunly) State} 
~5 oe OVAL (Specify) oO : G 
=x 4 
a eS 82 4 tht 21 let 641A (Ppnrtlipy aad ibid falzaad adds JP’ 
=o \ YBDRESS ~ Ya. REC'D BY REGISTR ‘2éb, REGISTRAR'S SIGNATURE 


mS 
a 


* 23. F RAL DIRECTOR'S SIGNATURE fs 
ae : Bs 3 Piegliafp lobe iteaor) FUER oATEEB 2 3 '62 Catton &, Ainiah 


Oyrn oeRt 


=< ye ot a 


2 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


2 


done during most of working life, even if retired) 


| 
Housework | Allegany © Maryland 
13. FATHER'SNAME “ r — | 14, MOTHER'S MAIDEN RARE 
| Mikbon . Hite 
15. 


_I.S.A. ae 


Hatriett Brotemarkey = 


ee 01737 CERTIFICATE OF DEATH O01'720 
= [2 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived, If institution: Residence before admission) 
= * COUNTY a SS, b. COUNTY ue 
3 2 _Carro: MARYLAND || Maryland Allegany Coe 
= reo b. CITY OR TOWN {it outside corporate limits, c. LENGTH ae ys. IN Ib e.. ony ‘ORT WN {H outside corporate limits, write RURAL end give nearest town) 
x 8° write RURAL and give nearest town) 39 vy 
are: kesville, Maryland |21 ‘yrs io mop. Cumberland CLlOR-K 
= / x d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give ae eddress) d. STREET ADDRESS e a 
g 
_ 
3 Springfield State Hospital ss 20 Glenn St. a, ves [1] No fe] 
a 3. NAME OF First iddle fast 4. Eidays Month “Day <— 
N * Becensiy 9 
(Type int} ETH 
& pee eer & Ella Elizabeth GOVAN _ ticks February 
= 5. SEX | [6 COLOR OR RACE/7, qARRIED J] NEVER MARRIED [_] | 8 DATE OF BIRTH 9, AGE (ln yoors |IF UNDERT YEAR] IF U 
2 last birthday) gies Days ren Mi 
< female white wiowen[] _pivorceo [[] 4-28-1888 ve | = 
3 10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
> 
= 
5 
£ 
vu 
z 
= 


attending physician and completel 
transit permit. Then please remove carbon papers. !Pages 1 and 


be filed with the State Dept. of Health prior to burial, cremation, or removal 


WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
no, or unkown) | (Ifyesgivewaror dotesof service) 
No | None Springfield State Hospital Records 


7) INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter only one cause per line for (6 
PART |, DEATH WAS CAUSED BY; 


ad (c 


rN IMMEDIATE CAUSE (e)_ Myecardial infarction z |_day- — 
. —. 4 ‘ DUE TO 
Conditions, if any, which (b)_ 


gove rise to immediate cause 


is 
3 
& 
x 
o 
° 
a 
2 
ra 
a 
= 
S 
i] 
“Ss 
rf 
s 
a 
2 
= 
& 
= 
“ 
2 
tI 
g 
© 
MS 
3 
= 
© 
Be 
i 


DIRECTOR: After this certificate has been signed by the 


4 
aa 
= 
3 
ES 
ce 
a 
a 
= 
vu 
5 
= (a), steting the underlying OUETO 
35 cause lest, (e) 
te z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]) 19. WAS Or 
we SS 
os 5 
ae $|_ Involutional psychotic reaction. ho ia PARENT os 
Be & |20e. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Pert Il of item 1B.) 
© & | O28 CONTRIBUTING (] CAUSE OF DEATH 
ae & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
> 2 — 3 
Zs % | 2oe. TIME OF INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Siete) 
3 8 Hour e.m, While __Not While fectory, street, office bldg., etc.) | 
ze ES Eee 1” et work [_] et work 1 
E & 2. 1 certify that (l) (this hospital) attended the deceased from.., h=-9-h0...... 19 Sr oito:. 2/1 /E2...... Rs :, that (1) (we) last 
m8 saw the deceased alive on.. 2/162 iP toes ath occured Eaaloy Ae eT the causes aaa on the date stated above. 
ma > . 
oO 


a 220. SIGNASURE + 22b. DATE 

e ATTENDING MED, STAFF SIGNED 

2 id 4 CF . PHYS. [_sopirector [] PHYS. $7] ee oe iS 
22c, PHYSICIAN’ 22d. ADDRESS 


NAME (Type) 


a 


director, page 3 should be detached for use as the burial- 


a ‘ Naci ". Buyukfnsal, ¥.D. _ Sykesville, Maryland _ t., So 
Ree 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY * LOCATION (City, town or county) (State) 

2 REMOVAL (Spacify) 

70 . 
2°R Burial Feb_7-_1962 _' Rosehill Cemetery —___-_Gummerland 

VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE on HESS ati tree 25a. REC'D BY REGISTRAR | 25b. =k SIGNATURE 

z x 
Temas Ruth E. Silcox HOM Begatur EEG E End | are FER 7 '62 Cithin £ Flash 


asd; 


24 hours after 
in by the funeral 


é 


Then please remove carbon papers.’ Pages 1 and 2 should 


|, cremation, or removal, and in any event, within 72 hours after deat! 


oe 


e attending physician and complet 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


may be retained by the hospital or attending physician, 
DIRECTOR: After this certificate has been signed by th 


director, page 3 should be detached for use as the burial-transit permit. 


be filed with the State Dept. of Health prior to burial, 


TO HO 
death. 
TO FU 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


173! _CERTIFICATE OF DEATH O17 21 


\, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission} 


* AUNRDET, STATE Maryland b.county Baltimore city” 


MARYLAND 


b. CITY OR TOWN {if outside corporate limits, ‘ec. LENGTH OF STAYIN Ib || c. CITY OR TOWN (lf outside corporate limits, write RURAL end give neerest town) 
SHRSRETL Fe vores tows) lyear 7mo 6d4. Baltimore 4 f 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS re, Ter is. RESIDENCE 
Springfield State Hospital 1230 E. Belvedere Ave. ve] No LE 
a NAME OF First Middle | Lest “[ + BETE Month Day “Yeor — 
(Type or rae Ge orge Leonard Hebble SEATH Feb. 6 1902 
3. S 5 ip A 195 AR . 
ale. 6 White RACE 7, MARRIED] NEVER MARRIED [} | 5 "9.27 Bh 9. AGE (In years a & 1 psa 


ca esse 


wipowen [] pivorcep [_] 


Ida. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Couniy & Siele, or foreign « aha 12. CITIZEN OF WHAT COUNTRY? 
“Ee Levetor ‘tpe rato" ‘Uninown | Baltimore, Maryland UNS Ay 
13. FATHER'SNAME - 14. MOTHER'S MAIDEN NAME — re “1 
George Hebble Christim& Wittig 
eS Bas Re NS ies 16. SOCIAL SECURITY NO.| 17. INFORMANT Address ae 
NB tage 136-05-3136 Springfield State Hospital Record $ykesvilelle 
~~ 18. GAUSE OF DEATH [Enier only one cause per line for (e), (b), end (e).] INTERVAL BETWEEN MQ 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED By, 
5 HA REUSE oe Inanition _ Sue to old age 1 i an 
Tom. x - / DUE TO 
Conditions, if eny, which (b) 
gave rise to immediate cause " 


DUETO 


(a), steting the underlying A.S.C.¥.D 
ae eee . 


couse last. te) 


9. WAS AUTOPSY 


Z| PART Il. OTHER SIGNIFICANT CONDITIONS CONT! TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1i WAS AUTO 

=| C.B.S, Associated with cerbral Arteriosclerosis with Psychotic reaction ys; [No 

uv Sd ame 4 Pe ae = ao a 

© |20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enler neture of injury in Part | or Per Il of item 1B.) 

& | OP CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

3 | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form,» 208. (Cily or town) (County) (Stele) 
6 Hour e.m. While __Not While factory, streo!, office bldg., etc.) | 

2 aie 9 at work [ ] et work [_} t 


. 1 certify that (I) (this — ro the deceased trom... 6-11-60 r es, 19....., that (1) (we) last 
saw the deceased alive on. + and that death occured at M, from the causes and on the date stated above. 


'220. SIGATURE —— i. ae ae oa 
d tesgey mp, | PHYS. pinecror [} PHYS. [] 2-6-62 


2%. PHY: & 22d. ADDRESS 
N. 


‘ey “Aeustin del Campo4 , Md. ‘Springfield State Hospital 


23a. BURIAL, CREMATION, | 23h. DATE THEREOF 2c, NAME OF CEMETERY. “OR CREMATORY 23d. LOCATION (City, town or county} {State} 
REMOVAL (Specity) 
RA velo ARDens OF FaitH | SALTO: SND. 
RAL DIRECT‘ SIGNATURE 25e. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


XY 


Cite &, Mra 


cate FER 8 "62 id. eh 


eng Ser = 233 


requires thot the death certificate be executed within 24 hours after deoth. Page 4 


The lo 


tificote hos been i 


is cer 


After th 


by the haspitol ar ottending phys 


R ATTENDING PHYSICIAN: 


ECTOR: 


oy 
RI 


é 


may be re 


TO HOSPITAL 
TO FUNER 


2a 
aa 
=> 
Raed 
a 
SE 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
Uh 
179 CERTIFICATE OF DEATH O17 22 
2. USUAL RESIDENCE {Where deceased lived. If institutian: Residence before admission) 


“a. COUNTY a. STATE b. COUNTY 
fi MARYLAND Vig ; L, ) Carre Le, 
b. CITY OR TOWN (If autside ry limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (Ff autside carporate limits, write RURAL and give nearest tawn) 


IAL and giv nearest pwn) 
1 eahje- aj si X Lp tke a2 be was 
d, NAME OF HOSPITAL (If nat in ws give Ze address) d. STREET ADDRESS: e. 1S RESIDENCE 
OR INSTITUTION ae. | eo FARM? 
YES NOB 


). NAME 4. DATE Manth Day Yeor 


OF 
DECEASED OF 
Been Herr ae An tv wey beam 2 hao, Z___¥62 
&. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED BY | 8. DATE OF 6) [ AGE {In years {IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Middle 


lost birthday) [Manths] Do: Hi Min. 
wiowen [] ovorceo ) | /// 7/ SFL es pet ese = 
10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHATCOUNTRY? 


luripg mast af warl even if retired) 
sad E a Ga. & aS 
( NAME 7 ‘ vA, ee AIDEN NAME q 1» 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT . Address 
Here WiCackiecli , Feed 


{Ves no, er ontrown {if yes, give wor or dates of service) 
18. CAUSE OF DEATH [Enter anly ane cause per lige foro), (b). and (€).] INTERVAL BETWEEN, 
PART |. mecutt WAS CAUSED BY: 


Lt. sid AN DUE TO pe 
Canditians, if any, which (of techs Ad 
gave tise to immediate 
cause (a), stating the under. { OVE TO 


lying cause last. {e} 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. easel enig 
yes) NOPE 


200, ACCIDENT WAS_UNDERLYIN' 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part II of item 1B.) 
OR CONTRIBUTING-EEEAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 
Haur a.m. 


20e, PLACE OF INJURY [Hame, farm, jad (City of tawn) (County) (State) 
factary, street, affice bidg., etc.) 


196,027. 19GL thot (I) (we} lost 
Am f 


M, fram the causes and an the date stated abave. 


MEDICAL CERTIFICATION 


. DATE 
SIGNED 


[Pe NS AC Bliecron FNS. Zane z 
22d. ADDRESS 
WarpstEAn  Marylerwd 
3b, DATE THEREOF 2c. NAME OF CEMETERY 23d. LOCATION (City, town, or-county) (State) 
VE, fe (9k eB teahier 2, Ste gee Ge 
‘25a. REC'D BY 


GISTRAR 2b. REGISTRAR’S SIGNATURE 
Chatto d. Fawae 


23a. BURIAL, CREMATION, 


READVAL lores (Specify 
‘24, FUNERA! pegs BON ATURE ADDRESS 
LMosfite Glee (Cue, CB 


oatk EB 1:3 '62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE “4 OPI, 
CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
=. COUNTY 2. STATE b. COUNTY 
Carroll MARYLAND Maryland Baltimore _ 


(Yes, no, or unkown) | {Ifyes give waror dates of service) 


Springfield State Hospital Record 


— ee = _ Ss 
1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (e).1 INTERVAL BETWEEN 


ONSET AND DEATH 


b. CITY OR TOWN (if outside corporata limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outsida corporate timits, RURAL and give nearest tow: 
write RURAL end give nearest town) 3 
cs Sykesville 15 days Towson eo Ke) og ee 
@: 1S d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva straat vo d, STREET ADDRESS *. ORAEN EME 
* 
‘ 

aftr] ___ Springfield State Hospital __||_ __— 8208 Loch Raven Blvd. yes [] No] 
2 s 3. NAME OF ~ First Middle last “4, DATE Month Day Year 
aN DECEASED or 
gee (Type or print Margaret Kauper _— Helgert peamu) Feprepry 1.5, © 19162 
S§= 5. SEX 6. COLOR OR RACE|7. MARRIED [] NEVER MARRIED [] | 8: DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Bes lest birthday) ol ‘Days | Hours | Min, 
582 Female) White wiowe br] __oivorcto [] November 16, 1889 | 72 =n, 
§ 2: Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE feeuny & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 5 done during most of working life, even if retired) | 
= 
= Housewife - Ge: U.S.a 
% ousewife a : ermany : =) 
a g 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME en 
a 
= 
3 George Kauper Margaret Norndorfer 
s 15. WAS DECEASED EVER IN U.S. ei FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
3 
o 
2 
> 
2 
yu 
o 
2 
a 


{, cremation, or a2) any even 


962... and that death occured a 8248, Pee the causes and on the date stated above: 


saw the deceased alive on... 


press 7 WA : ATTENDING MED. STAFF a SIONED, 
Z bin mp. | PHYS.  [[]_ irector [] PHYS. 2 5-62" 
eC he r: 2 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


¢ 

5 

3 PART I. DEATH WAS CAUSED BY; 

rd IMMEDIATE CAUSE (a) Arterioscler » hes disease. _Years 

2 

a ¢) DUE TO 

oo . ry 

re Conditions, if any, Which », Diabetes Mellitus 4 # | Years 

g3 g8v2 rise to immediate cause ee = 

s o (a), stating the underlying f DUETO 

he cause lest te) fe = a Pees se = 

Q pe Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. UTOPSY 

#8 ro) 2 SS PERFORMED? 

‘as z YES NO 

ge 5|C.B.S, assoc, with senile b main disease, with psychotic reaction, Ose x) 

gee = | 208. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injuy in Part | or Part Il of ilem 1B.) 

Ou e | OR CONTRIBUTING [] CAUSE OF DEATH 

£°5 G [UF EITHER, NOTIFY MEDICAL EXAMINER) 

BS % | Zoe. TIME OF INJURY Month, Day, Voor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, } 208. (City or town) ~~ (County) (State) 

VE a Hour a.m, While __ Not While factory, street, office bldg., ete.) | 

£ i 3 aE 9 ‘at work at work ! 

20 21. 1 certify that (I) (this hospital) attended the deceased from...........Lee2Om. 19.62 t0.............205e., 1962, that (I) (we) last 
12) 

ay 

aS 

Srey 


director, page 3 should be detached for use as the burial-transit permit. Then 


be filed with the State Dept. of Health prior to buria! 


yy z N's a 22d. ADDRESS 

Bog / Hl geese del Campo, W.D. springfield state Hospital, Sykesville, Ma, 
of 2 23a. ele CURT ON 23b. DATE THEREOF | 2c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town orecounty) —~SC Stee). 
9%e “BURIAL \FEB_F/9C2| BALTIMORE CEM. | NORTH Ave kK LAY ST 770 


2Sb. REGISTRAR’S SIGNATURE 


twat £ fran 


25a. REC'D BY REGISTRAR 


vate FEB 7 "62 


24 FUNERAL DIRECTOR'S SIGNATURE AODRESS 


| DIPPEL BROS Z//b BELATR ROAD. 


VR AIS na 
ISM 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01742 CERTIFICATE OF DEATH O1'724 


1, PLACE OF DEATH x _ 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
Ago a e. STATE b. COUNTY 
Carroll | MARYLAND 


Meryland nome dhe as 
b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN(If outside corporate limits, write RURAL end give neeres! lown) 
write RURAL end give nearest town) 


og SRS ee Ly ara a 
, d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give steel address) hgh STREET ADD @. 15 RESIDENCE 


ON A FARM? 


ay 


= 
a 
o 
aot 
co 


& 2 
= o@ 
se 

= 
ees 
g£ 
= 5 
~~ 2 
me .¢ 


1 


4 
3 
a 
eo 


___X&BK Frederick Street _ poor: | Prederichionk str Street 4 eee Sele 
3. NAME OF First “Middle | 4. DATE Month Dey — Yeer 
DECEASED OF 
ey rer Pius Leo Hemler _ | DEATH Februla’ 1 19 62 
5. SEX 6. COLOR OR RACE|7, MARRIED Cinever MARRIED Oo] 8. DATE OF BIRTH ( UNDER 1 YEAR| IF UNDER 24 HRS. 
£ pete | Deys | Hours Min, 
Male White wioowtn [Z]__ovorceo Fj |June 13, 1681 80 yn. 


1a. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


Retired Clerk 


13. FATHER’S NAME 


leuis J. Hemler 


10b. KIND OF BUSINESS OR INDUSTRY | II. BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Maryland ‘ : Do 


14, MOTHER’S MAIDEN NAME 


Retail Hardware 


Katherine Goulden _ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 

(Yes, no, or unkown) | (Ifyes give werordetesotservice) 
Ne i 21301-3804 IMr, James _D, Hemler, Taneytown, Maryland __ 
18. CAUSE OF DEATH {Enier only o se per line for (e), (b), end (c).] INTERVAL BETWEEN 


} DUE TO ‘ = 
j 
Conditions, bn i2) pen Tae fee : (a7 Shag? | 224." 
geve rise to immediete couse 

(a), steting the underlying DUE TO 


. Fi ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY. p Z, : Z 5 2 
IMMEDIATE CAUSE (e)_( eng: 2Y knwo 


ate has been signed by the attending physician and completely 


Id be detached for use as the burial-fransit permit. Then please remove carbon papers. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours aftg 


couse lost a eo Of — Aba ty Jumo. 
PART Il. OTHER SIGNIFICANT CONDITIONS “CONTRIBUTING TO DEATH BUT K NOT REI fer TERMINAL DISEASE CONDITION GIVEN IN PART i 9. STA ere 


[vs [No Sa 


. 


Es 
3 
3 
a 
x 
cs 
° 
2 
4 
& 
: 
8 
£ 
i 
® 
vw 
o 
= 
o 
=: 
3 
55 
oC, 
ig 
3 
3 
° 
= 
= 
3) 
= 
E 
a 
1) 
8 
3) 
i 
B 
< 
ra 
(o 


may be retained by the hospital or attending physician. 


z 
o 
= 
S 
¢ = 20a. ACCIDENT WAS UNDERLYING [J . DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 18.) 
e & | on CONTRIBUTING L] CAUSE OF DEATH 
2 G (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Fy s 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, { 208. (City or town) (County) —~—~—«(Stete) 
= rat Hour a.m. While Not While / fectory, street, office bldg., etc.) | 
= aa 9 ot work [] of work [_] | 1 
a 
° | 1 certify that (I) (this hospital) attended the deceased from....22.//2.. sau 19.@.#Ahat (1) (ame) last 
c = saw the deceased alive on... a 19@2, and that _death occured at. FBLA or ih, causes ay, on the date stated above. 
a2 22e. SIGNATURE 226. DATE 
A” RS STAFF SIGNED 
re é Ae sae htrtrwn aA MO. a—binecroR lelprhis al 2116] eB 
x a { Pe. PHYSICIAN'S 22d. ADDRESS 
=] a NAME (Type) 
of |_ 2 2 See Ambien Thompgan = 8?) oe Neney town, Mag \ eee 
OLbs 23e. SURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stete) 
Rehe pes Bes! 
Qroe 2/19/62 _|St._Joseph's © 
FR AIS (4) 24 Fp CTOR! BY), / ADDRESS 25e. REC'D BY REGISTRAR | 25b. a te 
60 9 62 On ‘ 
ey ee “& Son __ Taneytown, Maryland. care FEB 1 


in 24 hours after 
fn by the funeral 
land 2 should 


if 
©. 
hours after death, 


hould be detached for use as the burial-transit permit. Then please remove carbon papers. 
in 


ian. 


The law requires that the death certificate be executed w 


IRECTOR: After this certificate has been signed by the attending physician and completely 
Dept. of Health prior to burial, cremation, or removal, and in any event, 


may be retained by the hospital or attending physic 


OR ATTENDING PHYSICIAN: 


“ 


director, page 3 s' 
be filed with the State 


TO HOSPY 
death. P: 
> TO FUNERS 


a 
= 
Sat 
ee 
of 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01742 CERTIFICATE OF DEATH 01725 


pace OF DEATH Aga S 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
e. COUNTY 


MARYLAND 


°. oY b, COUNTY 
b. CITY OR TOWN (if outside corporate limits, “ec. CITY OR TOWN {IfQuiside corporate limits, write RURAL 


and give neerest town) 
write RURAL and give neerest x M p bs, Md - 


"| c. LENGTH OF STAY IN Tb 


ety NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d, STREET ADDRESS” @. IS RESIDENCE 


ae isi Nocypatet a i a ee Ee J — er ae 


i NAME oF 4, DATE Month Yeer 
OF 
(Type or print) ido r Kis iC [- oe alia DEATH Hab “oft 196 2 
5, SEK ie 6. COLOR OR RACE|7, sarRieD | )ACEVER MARRIED |] | 8» DATE OF BIRTH | 9. AGE (In yeers |IF UNDER YEAR | IF UNDER 24 HRS. 
. af 7 lest bisthdey) BP Deys | Hours | Min. 
wipowen [_] DivorceD [_] ¥ ale 7 yrs. \ 


'10b. KIND OF BUSINESS OR INDUSTRY | 1j 


15." WAS DECEAS| 
(Yes, no, unkgfn) cues 


VER IN U.S. ARMED FORCES? 


MEDICAL CERTIFICATION 


2 ce 
‘18. GAUSE OP DEATH [Enter only one couse ee ait ii 


BI Bae. A)Siete, Meo country) ry 
MAIDEN. “a 
Adgrgs 7 
My lice Ayes thy ta hep.’ ro 
2 INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)_ 


ONSET AND DEATH 
uy acres LF AF 
+ A deur to 
Conditions, if eny, which (b) “ Mt “eo #. 


geve rise to immediete ceuse 

{e), steting the underlying 

cause esl, (c) 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO | THE TERMINAL DISEASE Col DITION GIVEN IN PART 1(0) 


19. WAS AUTOPSY 
PERFORMED? 


yes [] No [ej 


20e. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY 
Hour 


2Db, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
, 


200. PLACE OF INJURY (Home, form, | 201. (City or tow (County) (Stete) 


fectory, street, office bldg., etc.) | 


Month, Dey, Yeer 20d, INJURY OCCURRED 


While __ Not While 
‘et work et work 


ita 
this hospitai) Ce the deceased from. 2: 
saw the deceased alive on.. 90]. . and that death occured & Sha, from the causes and on the date stated above. 


cae pai ye : ATTENDING STAFF 2 SGNED 
i{ hh ee mo, | PHYS. Ea omecror CO Pays. 2 -Al-E2Z— 

ote. ‘22d. ADDRESS ar 3 

WH Fara Mf este 


certify that 


22c. ee $ 
NAME (Type) 


2. NAME OF 


— MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


~ 
ae 01743 CERTIFICATE OF DEATH O1'°726 
ez 4 
§ é 3 1. PLACE OF DEATH : 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
yp = AC OUSTY i a. STATE b. COUNTY 
ae Cz wed Co. MARYLAND Zk?) 
b, CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporete limits, write RURAL end give neerest low! 
x Ba ‘write RURAL end give nearest lown) 
™ eye Gnl- Sy Ber. lle “ £ BaLTe = we re. Se 
= po° 40) d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS 7 %. o- 1S RESIDENCE 
eS ‘oe fen co fA 
3 bi 2 ei ee Peck, ee A “4 : ves L] NO bd 
£3 8a 3. NAME OF First = 4, DATE. Month Dey Yeer 
3 en DECEASED a OF 
£ bcs toe ern cI ABC o> ee Win pen Se (2 = Fy OE 
2 es 5. SEX 6. COLOR OR RACE) 7_ HtAly RRIED 8 DATE dF BIRTH omit 5) ae IF EAD EeTERE 16 UNDER 24 HR 
< = Months) Deys | Hours 
a9 M LO WIDOWED ze vworeo | sa — 7 ~ 7% oS yrs, | | 
Ss We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or Ze country) | 12. CITIZEN OF WHAT COUNTRY? 
3 done during most of worklng life, even if retired) 
z ie oC ay, pre 2 , 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


. 
i de wr . = y y 
17, INFORMAN' Address 


ing 


wan. 


15. WAS DECEASED EVER IN L 
(Yes, no, or unkown) 


16. SOCIAL SECURITY NO. 


S. ARMED FORCES? 
(Ifyes give wer ordetesof service) 


1B, “CRUSE Orr DEATH | Tenter “only one cause per line for te), (b), end ( (8) I INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ae ees aed lus ONSET AND DEATH 
‘v IMMEDIATE CAUSE (a) he om 2 


cian. 


The law requires that the death certifi 


Zs, BURIAL, CREMATION, | 23b. DATE THEREOF | 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stete) 


eae” ‘ge It +t oe Cotbed (Ca ees ah 2S, 


VR AI5 (4) 24 FUNERAL, DIRECTOR'S ‘si (ATURE ADDRESS 25a, REC’D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
15M 7/61 
NY | tee Cat, Nang BO 


DATEFE® 1 6 '62 Clithun § Hime 


aX 
oo 
A Fs 
= 
3 
gs 
SE 
age 
a2 8 
-> 
‘ee 
labs 
sgee 
=f —— 
GSE Me DUE TO \ Winid 
avo g 9 
Seis Conditions, Wieny, which (b) Ree Lived GLrev, 
Bfe5 gave tise to immediete cause 7 4 7 
fuadg (e), stating the underlying DUE TO, 
= 5225 couse lest, ~~ oF ‘a 
ae 2-4 z PART Il. OTHER SIGNIFICANT CONDITIONS COATRIBUTING TO DEATH B NOYRELATED TO THE TERMINAL DISEASE SE CONDITION GIVEN INPART Ile) 19. WAS AUTOPSY 
geese Os oO é' PERFORMED? 
S gS 2s s / ry yes [] NO [] 
aes 805 © | 20e, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of item 18.) > - 
Quod x @ | OR CONTRIBUTING [] CAUSE Of DEATH 
BEETS & JF EITHER, NOTIFY MEDICAL EXAMINER) 
~ 2 u — 
Qaee “ S | Boe. TIME OF INJURY Month, Dey, Yoar | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, . 208, (City or town) (County) (tote) 
Ro< 8s a Hobreiatth. While __ Not While fectory, street, office bldg., etc.) | 
Bess ze s 9 at work [] et work \ 
ws a 
ie 2088 21. | certify that (I) (this hospital) attended the deceased fro: 7 that (I) (we) last 
@eUyDv f 
K2gs8 saw the deceased alive on.......4.d4.... 20 ©... and that death occured GM, + trom the causes and on the dete stated above, 
mame S Tso A - 
Been 72 22e. SIGNA’ 22b. DATE 
CEAS oe - “ ~e ATTENDING STAFE SIGNED 
= ee © LE mp, | PHYS. DIRECTOR Ooms. 
emt ae ‘Be. PHYSICIAN'S a < + 2d, ADDRESS Sle 
ES 4 i NAME (Type) 2s 
ua B8 ee ee | ea ie ra aA 
ge 
38 


TO HO: 
death. 
TO FUN 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01744 CERTIFICATE OF DEATH 01'°72'7 


= 


5. SEX 


Relig WET bead Rahy ee 
6. COLOR OR RACE|7, maRRIED [X] NEVER MARRIED [] | 8- oS ERE last birthday) 


we 19 
9. AGE February. R = sean 
=767 2. 


Female White nad Devs | Hous | Min. — 


WIDOWED ["] pivorced [_] | November 10, 1890 


st 
e 3 PLACE OF DEATH 2. USUAL RESIDENCE (Where daceasad lived, If institution: Residence before edmisgion) 
ie a OUND a. STATE b. COUNTY A 
2 £8 Carroll ___ MARYLAND Mar: __\las : — 
= 323 b. CITY OR TOWN {if outside corporete limits, «. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporate limits, write RURAL and-give neerest town) 
x Bae write RURAL and give neares! town) ; 
cones Sykesville hyrs.10mos.8days _ Maugansville 9 I xr gone 
i LZ |" 4. NAME OF HOSPITAL OR INSTITUTION (i not in hospital, give sires! address) od. STREET ADDRESS o. IS RESIDENCE 
5 I? é eee 
i == Springfield State Hospital ______! North St ves [] No fH 
“ 3. NAME OF First Middle Last | 4. DATE Month Day Yeu 
K DECEASED OF 
= (Type or print) DEATH 
£ 
= 
s 
@ 
> 
= 
a 


@ remove carbon papers.trages 1 and 2 should 


or removal, 6) 


10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | li. BIRTHPLACE (County & State,,of foreign coyntry) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, evan if retired) | Hagerstown Wash Go | 
Housewife Is = = gr iene __ U.S.A. = 
13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
| 
Benjamin Shadrec I s |__Emma Anthony. a = 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) | (Ifyesgive werordetesofservice) 


Danse —=______|__=_____|_Springfield.Hospital—tecords _ es 
18. CAUSE OF DEATH [Enter only one cause per line for {e), (b), end (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE le) ___ Bronchopneumonia _|. Daye = 


he attending physician and complete! 


transit permit. Then pl 


Ey > O el oveI0 
Geoediedhs, Te <any 5, RTER w»_ Arteriosclerotic heart disease tears 


geve rise to immediate couse 


The law requires that the death certificate be executed 


may be retained by the hospital or attending physician, 
DIRECTOR: After this certificate has been signed by t 


es and that death occured af.,ORPMrom the causes and on the date stated above. 


aes 

22e. SIGNATURE. x | 22b, DATE 

age leap hades CLR gs x, NE a o/r2/osr® 

Fic. PHYSIZIAN': ca am” a oF ce. a <a i — aa 
N 


saw the deceased alive on 


(e), stating the underlying DUE TO x - 

7 a ij Generalized arteriosclerosis, = Years 
ei z | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o]| 19. ASAUTOR SY 
a fe) SORES LY 
8 © \s| ©.B.S. associated with cerébral arteriosclerosis with psychotic Be i [xo GE 
B © | 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Pert | or Pert Il of item 1B.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 
Be SG | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
2  [20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) ~ (County) (Stete) 
a Hier am. While __Not While fectory, street, office bldg., ole.) | 
2 2S ae) aa et work [|] at work | 
if ee ee ne ee ee ee ee eS 8 Ee eee 
B 21, | certify that (I) (this hospital) attended the deceased from. coher, 19%. toRebruary...1149..62 that (1) (we) last 
P 
4 
° 


. ‘22d. ADDRESS 


a 


director, page 3 should be detached for use as the bi 


be filed with the State Dept. of Health prior to burial, cremation, 


ey 5 
Boe __{/___ Agustin del Campo, M.D,___|_Springfield_State Hospital, Sykesville, Md. 
xs By , ay eee | DATE THEREOF —| 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
x pecity| bad 2g 
ets Burial | 2/14/62 | Rest Haven Cemetery. Hagerstown Wash Co Md 
VR ATS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a," REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
‘ted Andrew K. Coffman Hagerstown Md. bart 15°62 Custhan of HGian 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


91745 CERTIFICATE OF DEATH 1728 


1. PLACE OF DEATH 


. “CARL OL& «CC MARYLAND || 


b. CITY OR TOWN (if outside corporeta limits, ¢. LENGTH OF STAY IN Ib 


Id 


2. USUAL RESIDENCE (Whara dacaesed livad, If institution: Residance before admission} 


e rye? yey b, ONY LER OLE 


¢. CITY OR TOWN {lf outside corporete limits, write RURAL end giva nearest lown) 


11 WESTmIVST ER 


sl 


write RURAL end give nearast town) 


MEST IAW ST ER 


in by the funeral 


es 1 


te be executed within 24 hours after 
a 2 


Id be detached for use as the burial-transit permit. Then please remove carbo, 


10e. USUAL OCCUPATION (Give kind of work 


TOb. KIND OF BUSINESS OR INDUSTRY | II. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, sven if ratired) 


Aevelfezee Te, yak! Ls 


ical 


a t y 'd. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give a d, STREET ADDRESS 1S RESIDENCE 

2 ; 26 GIST. RD ON A FARM? 
o: CARROLL CbEUWTY CEN: /f2SA eee” ras ves [] No Bh 
25 3, NAME OF First ‘Middle “Last | 4. DATE Month “Dey —>-Yaer 
2g DECEASED ea OF A Z 
Nae I {Type oF print 7 ~~} DEVEN AAV LAW BEATH xe Bouney / yg 1962 
8 AE 5. SEX 6. COLOR OR RACE/7, MARRIED [-] NEVER MARRIED fe] | 8 OATEOF BIRTH 9. aaron IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 = ; , st birthday) |Months) Days | Hi: Min, 
& LEPME. | bie TE. | woowe  — vvorceo [] FEL, /6, (96 2 js hee "| aie te 8 ] . 
3 
z 


13. FATHER’S NAME 


Len A: ay 


15. WAS DECEASED EVER IN ARMED prc 16, SOCIAL SECURITY NO, 


i Zz Voupuo 2— 
77. INFORMANT, jy nbaress 
(Yes, ine aa dag ge ge 2: 256) Abeat-VC 
x | Hip A HR, 
li 


_——— aaa = 3 £ =e a = 4 t= 
~ | 18. CAUSE OF DEATH [Enter only ona cause per lina for (a), (b), and (e).] ERVAL BETWEEN 


IN 
Mtn Paemariae (297 WES Getraried) "a 'bas 
DUE TO 


Condiitss, 11, onvetr esa (bo) MOT Lose Sen kid la Diet 


gava rise to immediate causa 
(e), steting the un 
couse lest. (e) 


ing pl 


‘cian. 


The Jaw requires that the death certifi 


| or attending phys; 
After this certificate has been signed by the attend! 


g 6 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e}] 19. WAS AUTOPSY 
de 
Ua 3 yes [] No 
Be © 1208, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter notura of injury in Part | or Peri Il of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 

ze © | (IF ETHER, NOTIFY MEDICAL EXAMINER) 
OS < 20¢, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Homa, farm, | 20%. (City or town) (County) SS‘ Stat) 
2-5 a Roar "adne While __ Not While factory, straat, office bldg., ate.) | 
ag = 19 work et work | 
Fs 
Heo I certify that (I) (this hospital) 2) the deceased from.. cb) y , 196.2-that (I) (we) last 
z20 saw the deceased alive on.. ye). Ef 19.6 Zand that death occured at/.M, from the causes and on the date stated above. 
Son 
m Pe 22a. SIGNATUREY P 23b. DATE 

a ° d ATTENDING MED, STAFF SIGNED 
O&A 
3 ‘ ” mp. | PHYS. WZ]opirecror [1] Puys. [} // dy La 
a os “ = — 


22c, PHYSICIAN'S — 22d. ADDRESS ; 
Pah eee (9 L106 fd, Wes THA STE, AD, 


23. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town or county) (Stete) 


23e. BURIAL, CREMATION, | 23b. DATE THEREOE 


CoN (Specify) 2. CMe z 


15 (4) 24 INERAL DIRECTOR'S SIGNA’ 


Yam 940 2 Wiz7tas BY Oe ae . 
; a4 > nt 


rt 
rector, page 3 shoul 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


d 


25a. AEC'D BY REGISTRAR 


pak EB 23 '62 


25b. REGIST! 


Onthuy £ Fiinsae 


TO HOSPI 
death, 
> TO FUNE: 


MARYLAND STATE DEPARTMENT OF HEALTH 


01746 CERTIFICATE OF DEATH . 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 


RYLAND 


729 


PLACE OFsDEATH 


e. STATE 
MARYLAND 


2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 


¢. LENGTH OF STAY IN Ib | 


in by the funeral 
Tand 2 


we 


> 


cael (if not Se im hose 73 
Z 


b. COUNTY fr 2k 

~ € CITY O ao URAL ond give neerest town) 
Kip 

ive stifot eddressl, 


ee @. STREET ADDRESS / Z, 


“|e. IS RESIDENCE” 


ON A FARM? 
} YES NO 


Dey Yeer 


Sa 962 


IF UNDER 1 YEAR 


"Month: | Deys 


IF UNDER 24 HRS. 


Hours | | “Min, 


go E OF a Ist Middle (4. as ionth 
< DECEASED 
Ee (Type or print) Om DEATH Es sf. : 
$ 5. SEX 6. hex a RACE] 7, MARRIED [~] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeers 
= last birthday) 
5 i] J- WIDOWED pivorced ["] Go gi yrs. 
al 108. "USUAL OCCUPATION (Give ‘ind of work | 10b. Kil OF BUSINESS OR INDUSTRY 3 ig {County & Siete, or foreign country) 
S done dyring most of working life, even if retired) | ¢ 
2 a Seay 
a 1. FATHER’S. NAME — .- "| 14. MOTHER'S MAIDEN NAi 
a 
2 

Vhiarte, CGE x Zz _ hd « RA 

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCTAL SECURITY NO.| 17. INFORMANT . 


(Yes, no, or unkown) 
— 
18. CAUSE OF DEATH Tinea only one couse par tle, for (e}, (b}, and (¢ 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)._ 


AE OS ae 


Conditions, if eny, w (b) 
geve rise to immediete ceuse 
{e), steting the underlying 
couse : 


pene Scene chen ee) 


—— 


_ joe Hee S ssi 4 


ician. 


l-transit permit. Then please remove carbon papers. ‘Pages 


DUETO 


The law requires that the death certificate be executed within 24 hours after 


(el). 


12. CITIZEN OF WHAT COUNTRY? 


OS 


INTERV AL BETWEEN 
QNSET AND DEATH 


PART Il, OTHER SIGNIFICANT CONDITIONS: CONTRIBUT 


20a, ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [[] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ING TO DEATH E BUT} NOT ELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile) 


20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Pert Il of item 18.) —- 


19. WAS AUTOPSY 
PERFORMED? 


Hes JUL 


20. TIME OF INJURY 
Hour 


Month, Dey, Yeer 20d, INJURY OCCURRED 
While Not While 


et work ["] et work 


20e. PLACE OF INJURY (Home, farm, ° 20f, (City or town) 
factory, street, office bldg., efc.) } 


MEDICAL CERTIFICATION 


and that death occured 


(County) (Stete) 


that (1) (we) last 


MF trom the causes and on the date stated above, 


DIRECTOR: After this certificate has been signed by the attend! 


may be retained by the hospital or attending physi 
, Page 3 should be detached for use as the burial 


OR ATIENDING PHYSICIAN: 


eee STAFF 
MD. DIRECTOR CD pnys. 
ESS, 


22b. DATE 


B-f=b 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after deat! 


22d. ADDI % 
+ l _THp 
aie a Se ed LOmehiuwile wi) 
92D £ 23e. BURIAL, CREMAZION, a DATE Wy, 23c. NAME OF ¢ Fes OR CREA OR 23d, LOCATION (City, town or ei (Stete} 
Tigo REMPVAL (Specify) 
ofae 7 Cfo Lhe [br 7 ae 
Figs AIS (4) 24 FUNERAL DIRECTOR'S SIGNA TORE ADDRESS. BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE r 
peo 
1590 sh oe , 0, Ad puf@@ 6 "62 | Cutten L Ha 


funeral directar, 
ould be filed with _ 


> 


Poges 1 an 


|, ond in any event, within 72 haurs after death. 


Then please remave carbon papers. 


ie 
a 
F 
8 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after deoth. Page 4 


by the hospital ar attending physician. 


2 
= 
Aa 
ig 
a 
a 
15 
S 
& 
a] 
= 
5 
c 
ne 
a 
ES 
£ 
a 
D 
= 
a} 
e 
a 
i 
2 
= 
~ 
ay 
2 
3 
e 
gig 
c 
5 
° 
5 
3 
2 
= 
ro} 
i 
ry 
8 
2 
s 
< 
a 
° 
e 
5 


‘AL OF 
x | 


_ TO FUNERAI 
the State Board af Health prior ta burial, cremation, ar remaval 


TO HOSPIT. 
moy be re! 
page 3 shauld be detached far use as the buri: 


a 
as 
=> 
2a 
pe 
Se 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


01'730 


01747 


9. COUNTY 
Carroll 


2. USUAL RESIDENCE (Where deceased lived. 
0. STATE b. COUNTY 


Maryland 


MARYLAND 


RURAL ond give neorest sgn) 
Rur. 


b. CITY OR TOWN (If outside corporote limits, write 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond 


If institution: Residence before admission) 


Washington 


give nearest tawn) 


- Sykesville 


R LENGTH OF STAY IN Tb 


8yrs.6mos.7da, 


Hagerstowm, Maryland 2/ OA 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 
OR INSTITUTION 


d. STREET ADDRESS 


e. IS RESIDENCE 
ON A FARM? 


during mast of warking life, even if retired) 


lousewi fe 


10a. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR eal BIRTHPLACE (State or foreign country) 


12. CITI 


West Virginia U 


Springfield State Hospital ves [] NOK) 
. ae First Middle Lost 4. ey Manth Day Year 
(Type or print) Eva B. LOWRY DEATH February 27 19 62 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
~ last birthday) Devan Travis 
Female White |woowe & DIVORCED [] 2-6-8), yn. 


IZEN OF WHAT COUNTRY? 


oS.A. 


13. FATHER'S NAME 


Christian J. Willinger 


14, MOTHER'S MAIDEN NAME 


Rachel J. Fisher 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(fax, n0, or unknown) l (if yea, give war of dates of service) 


No 


17, INFORMANT 


Hospital Records 


Address 


1B. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), ond (¢).] 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


Cardiac failure - old age - inanition 


INTERVAL BETWEEN 
ONSET AND DEATH 


Ly ,~ DUE TO 


a 
Conditions: Wongrwaieh 


w, Cardiovascular heart disease 


| Years 


gove rise to immediote 
cause (a), stating the under. DUE TO 
lying cause last. é 


=P. 102, and 


saw the deceased alive an_____ 


21.1 certify thot (% (this haspital) attended the deceased fram.._._8=20._____. " 


that deat 


z Part (I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
- : 

4 Psychosis with cerebral arteriosclerosis. yes) NOW 
= ]20c. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 

& ] OR CONTRIBUTING [] CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
6 Hour a, m. While Ree hie foctory, street, office bldg., etc.) | 

= p.m. 19 Jot work [J at work { 


193 , to. 2=27______. , 19.62, that #t) (we) last 


accurred at 9AM, fram the causes and on the date stated abave. 


2o, [ATURE ! 


[Z 


HYSICIAN’S 
NAME (Type} 


Naci NT aes M. D. 


MED. 
DIRECTOR 


STAFF 
PH’ 


Ys. Ki] 


22b. DATE 


23, BURIAL, CREMATION, [23b, DATE reek E - CEMBTERY PR EREMATORY 3d. LOKATION epee tgwa, or county) | (Stor 
OVAL (Speci 3-/-6 
24, FUNERAL DIRECTOR'S SIGNATU ADD, e Zk 250. REC'D BY REGIARAR | 25b. Brn SIGNAT! 
eK DATE 1, 162 cen fl Tee 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


—_ 


017341 


3 = 1 ees yak z See Are ee ons (Where deceased lived. If institution: Residence befare admissian) 
2 a. COU! a. STATE b. COUNTY 
32 Carroll EE Maryland Montgomery 
a) e b. CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
o2 RURAL and give nearest tawn) i 
‘gee own ee D 
BE “s ville week 1D Xs 
3 8 A‘ d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
“ ~~ OR INSTITUTION ON A FARM? 
a Hospital ves NOT) 
a DECEASED First Middle Last 4. a Manth Day Year 
fe (Type or print) Susan Chorman Mack DEATH 2 2h = 1962 
33 5. SEX 6. COLOR OR RACE |7. MARRIED[[] NEVER MARRIED [1] |8- DATE OF BIRTH 9. AGE incest IF UNDER 1 YEAR| IF UNDER 24 HRS. 
. 2 jas! py ay) Manths| Day Har Min, 
3 3 Female White  |wivowen pivorceo [] 6-16-1885 4 yrs. We te “ 
a 10a, USUAL OCCUPATION (Give kind af work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry} 112. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 
5 None Delaware U.S.A. 
a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 Unknown tnknown 


17. INFORMANT Address 


Hospital records, Springfield State Hospital 


INTERVAL BETWEEN 
ONSET AND DEATH 


1B. CAUSE OF DEATH [Enter anly ane couse per fine for (a}, (b), and (¢}-) 
+ PART |. DEATH WAS CAUSED BY: 


IMMesiate caver fo) Arteriosclerotic heart disease with heart failure| years 
“Ro  @ DUETO 
Canditians: iP bny, which General arteriosclerosis years 


gove rise ta immediate 
cause (a), stating the under- DUE TO 
lying cause last. a 


igned by the attending physician and completely 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. eda elrduet 
0 Chronic brain syndrome caused by cerebral arterio | "SO s°W 


200. ACCIDENT WAS UNDERLYING 0] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Part Il af item 1B.) sclerosis 


, crematian, or removal, and in any event, wi 


cate has been 


20e. PLACE OF INJURY {Hame, farm, | 20f. (City or tawn) 
factory, street, affice bldg., etc.) ‘ 


(County} (State) 


MEDICAL CERTIFICATION, 


H 
21 I certify that (1) (this haspital} attenc» 1 the deceased from,_.... 22/17 en 162_ to! 
sow the deceased alive an______.. 2 wan _...1962., and that death accurred at 33 31PRom the causes and an the date stated abave. 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


ed by the hospital ar attending physician. 


@ 


RECTOR: After this cert 


page 3 shauld be detached for use os 
the State Board af Health priar to burial 


may be 


TO HOSPIT, 
TO FUNER 


ae 
as 
=> 
Rad 
oe 
SS 


DATE ° 


22a. SIGNATURE Al 22b. Date " 
a ee 1.0, [ANEONS  BReroe HAE oy 
22. aise 22d. ADDRESS 
m Adnan M. Sonmez, M.D. Sykesville, Maryland 

230. BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar caunty) {State} 

ya st” |March 3 1962 Mt. Leban Etchison , Montgomery Co. Mt ; 
24. FU FRAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGIST] 25b. REGISTRAR'S SIGNATURE 

Ee a bc, Lavtonsville, Hd. * aly) Clive a, Tossa 
Atma an ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01749 CERTIFICATE OF DEATH 01732 


— 


eR 

23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived, If institution: Residence before edmission) 

2s e. COUNTY a. STATE b, COUNTY v 

2a Carroll j. MARYLAND || Maryland r _= 
oes b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN lf outside corporate limits, write RURAL and give neerest own) 

Ba write RURAL and give neerast town) /. 

aI Pe 

<3 Ke Sykesville ______|6 yrs./8 mes.||_ Baltimore #18 EE 
o Lt d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give sect address) d. STREET ADDRESS IS RESIDENCE 
q / ON A FARM? 

. |_____—-Springfield State Hospital_ _ 3805 Elkader Rd. ves [] NOK] 


3. NAME OF First Middle Last 


4. DATE Month Day 
DECEASED OF 
tiges erent Norma MC CAFFERY| P=8™ February 2h, 
a a ees - ae ee a A a 
5. SEX | 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (In yaars {IF UNDER 1 YEAR| IF UND! 
7. MARRIED [_] NEVER MARRIED fy] fas) bidhaey) [awh] Deve | oor 
female white wipowe [_] ivorceD [_] 2/9/73 89 yr. 
Ta. USUAL OCCUPATION (Give kind of work | 1Db, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired) 


none 
13. FATHER’S NAME 


Maryland 


| 14. MOTHER'S MAIDEN NAME 


Jessie McCaffery | Mary Ellen 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) | (Hyes give weror datesofservice) 
Springfield State Hospital, Sykesville, Md. _ 


—— | a = _ = 
18. CAUSE OF DEATH [Enter only one cause per INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 


ince 


that the death certificate be executed within 24 hours after 


ONSET AND DEATH 


|, cremation, or removal, and in any event, within 72 hours after deat! 


his certificate has been signed by the attending physician and complete! 
hed for use as the burial-transit permit. Then please remove carbon papers. 


¢ 

s 
eu 
EBS ..__ MEDIATE CAUSE (a)__Bronchopneumonia 2 8 | 
& = ty aa “ DUE TO 
aE Conditions, if ony, which » A-S.C.V.D. with compensated heart failure years_ 
2s geve rise to immediete couse : - 
= = 4 (a), stating the underlying BUETO 
e525 ele (c) : = 2 2S 5 | ew = 
me ct 4) Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ye) | 19. WAS AUTOPSY 
54 2 2 —= an PERFORMED? 

» * sa NO 
a35 38 S|____-C.B.S. assoc. with senilit = s 3 lee Al 
Soloed a = | 20e. ACCIDENT WAS UNDERLYING [j 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 18.) 
me = & | OR CONTRIBUTING (1 CAUSE OF DEATH 
wes = G [UF EITHER, NOTIFY MEDICAL EXAMINER) 

ral 2 a. i — = 
22 3 oS z i 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, Hl 208, (City or town) (County) (Siete) 
Btas z Hebe dann: While __ Not While factory, streel, office bldg., ete.) | 
Be eee g ie 19 at work [_] al work | 
as 
H 2028 2. 1 certify that (I) (this hospital) attended the deceased from...6/2P/55... 5 sop Oe ef OY I EQ nor Wereese that (I) (we) last 
mcd 
3032 saw the deceased alive on....... “24, BT the causes and on the date stated above. 
5 Base ee SHG Te; ; “> ATTENDING MED. STAFF 22b. ONE 
ace ——~ 4 ye C 
a ee wins Qn a Ae, mo. | PHYS. Go DIRECTOR El puys. [XJ . LAY a pias 
ts gs 22c. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) ‘x 
Bees | ew nm OSS) | Sykes ileg Mary ied) See * 
24 5 z= 23d. LOCATION (City, town or county) ~ (Stele) 
2 
pe a Jad 
ere tei) al ad oe iGreen mount Cer. ATI MI ERE Ad. 
VR AIS (4) RAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC’D BY REGISTRAR | 2Sb, REGISTRAR’S SIGNATURE 


pateFEB 2 7 62 


Heeb. e S305 bgeford Le/. Onthun £ Foon 


1SM 7/61 ne, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, OPsAys 
33 


01750 CERTIFICATE OF DEATH 


(e), steting the underlying 
couse lest. so (e) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e} 


= 
2] Chronic brain syndrome associated with cerebral arteriosclerosis with Fe eriowe 
< hoti 3 YES No Ex 
2 rehotic rea PS 2 — 
© ]20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | UF EITHER, NOTIFY MEDICAL EXAMINER) 
| Zoe. TIME OF INJURY Month, Day, Year 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City ortown) —SS((County) (Stete) 

Hour nee While __ Not While factory, street, office bldg., ete.) | 

ae 19 Jat work et work | 


1992, that ® (we) last 


4 may be retained by the hospital or attending physician. 


I, DIRECTOR: After this certificate has been signed 


21. 1 certify that 2 (this hospital), attepded the deceased from.......7/.cre..... i \ are fee 
2/2 igvaove lated OL, at depth occured at, Im, rom the causes and on the date stated above, 
~ Se DATE 
ATTENDING MED. STAFF SIGN} 
PHYS. [1 opirector [] pHys. &] 3 2/212 


s BB 
= 83. 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, H institution: Residence before edmission} 
o 2S a Rance 8, STATE Maryland b. COUNTY a 
5 oN MARYLAND rylan ke a 
2 ty b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN Tb €. CITY OR TOWN [If outside corporate limits, write RURAL end give neerest town) 
eR write RURAL end give neerest town) 4 ay A 
Ries ral--Sykesville ly. 8m. 8d. Baltimore a. Zvol-¥ 
€ Ban ‘s 4. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) d. STREET ADDRESS o. 1S RESIDENCE 
= Se / 
£2 é : F 
3 gi /~ Bpringfield State Hospital 808 St. Paul Street _ ___|¥és (NO fey 
3 En . NAMEOQF re puis! ~ Middle . ast 4, DATE Month Dey Yeor 
= Son DECEASED OF 
g fae perogert Lora - McMahon ci 2 Ply 12562) 
G 288 5, SEX " /6: COLOR OR RACE[7, maRRieD [] NEVER MARRIED [-]] 8 OATE OF BIRTH a tyes UNDER TES 24H 
2 243 Female White | wivowe RX] _vivorcro 3/7/75 86 rs, er oP ae | ie 
Fe tes oO a2! eee et 
3S §&es Ws. USUAL OCCUPATION (Give kind of work | 10B. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 3 : ro Ce during ee of working life, even if retired) Maryland A 
= See ousewife rylan US. 
= 4 ¢ a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= «3-5 "3 b 
3 gi Franklin Weeks Granblitt _ A 
. 2s 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 
2 323 (Yes, no, of unkown) | (Ifyes giveweror detesofservice) A . ( s 
s 28 no we |unknown _| Springfield Hospital records - Sykesville, Md. 
Eats § 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] = * ih INTERVAL BETWEEN 
Sade, PART I, DEATH WAS CAUSED BY. Seen 
Sep ae "IMMEDIATE Cause e)__ Myocardial infarction Paes ee ae - 
g 2 4} i ye DUE TO 
z cf ew ee 
z £ Conditions, if any, which ee ee 
7A 5 gave rise to immediete ceuse 
£ DUE TO 
3 
9 
E 
Be 
z 
2] 
& 
) 
rd 
o 


22c.MHYSICIAN’S 


22d. ADDRESS Sor-ingfield State Hospital 


« 


director, page 3 should be detached for use as the burial-transit 


be filed with the State Dept. of Health prior to burial 


pave Nope Ts chem 


| we 


na pf! .------------------ > ne 

ee 2 CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY“OR CREMATORY re LOG, 7 Téwn or ce (Stete) 
‘\VSpecify) a 

ene L224 2° Cin L. £_ Wyn 

re AIS (4) 24 LUHERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTEAR'S SIGNATURE 


—, 


Corton Tne 


arr kf by PL aswteel — f fase Dae 7. 


15M 7/61 
a} 


AK 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
01953 CERTIFICATE OF DEATH neg nd '7°3.4 


Lost 
fimeerrint RESML STEM AcHséc_ | fam FEB / __ 962 


9. AGE (In yeors [IF UNDER 1 al IF UNDER 24 HRS. 


ae Fiza Doys | Hours | = Min. 
yrs. 


ss 

3 e3 i psa DEATH 2: eae (Where deceosed lived. If institution: Residence before admission) 

Sa °. °. b. COUNTY 

3 CARROLL  Cobyry mmo | "ARH AND. CARROLL 

3. b. CITY OR TOWN If outside rst limits, write [c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

3 ‘ond give nearest town ms 

2 MESTAHLN STE R 17 VERS | HESTON STER , AID. 

2 4. NAME OF Pei, (If not in hospitol, give street oddress) & STREET ADDRESS «1S RESIDENCE 
4. . SE LIGERT-¥ STREET Ls So LIBERTF STREET | sno 
3. NAME OF First Middle 4, DATE Month Doy Yeor 


5. SEX 


PEMAE- 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 


HACHivE opeeaTepe | SHOE PATER) 


Poges T a 


6. COLOR OR RACE 7. MARRIED J] NEVER MARRIED [-] | 8. DATE OF BIRTH 


“py TE wipoweo [] DIVORCED DEC Cad , (GO 3 


11. BIRTHPLACE (Stote or foreign country) 


MARLAND 


12. CITIZEN OF WHAT COUNTRY? 


4.5 A. 


5 
a 
J 
a 
§ 
2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
E GEORGE C. ST E/T 104 MAE FOL E 
3 
o 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. 1 a INFORMANT Addi 
€ ea 20, QL paknown) IIf yes, give wor oc dates of service) 13-19-74 a3 AP, BERVAR PD E16 bd AE he 
: x we MISBANO $5 he LIBERTY Sf MESTAUNSTER 
3 18. CAUSE OF DEATH [Enter only one couse per line for (0), tb}. ond (c)-] INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: . ava 
§ ro Wen eses i COK MALY THLE Oo S¢ § ELD 
= , DUE TO é 
Conditions, if ony, which w COofte/4eyx ATLL oScthteo Se ay + tees 
gove rise to immediote 
couse (0), stoting the under. ( QUE TO 
lying couse lost. (2 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


PERFORMED? 
yes [] NO > fet 


20a. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
pom. jot work [_] of work 


21. | certify that | attended the deceased fram. 7AM AL, 19.50, 10 LE BRYALT (196 Dthat | last saw the deceased 
alive an LIA MALY (2,196 2, and that death accurred at_Zi30Am, fram the causes and on the date stated abave. 


EEy is ADDRESS (Street, city or fown, stote) DATE SIGNED 
tite Dither. L L0H, AL RDCE 22. BM Ue2. 
NaI ty LES TAMA ETEK, 1D 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


20e. PLACE OF INJURY |Home, form. | 20f. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) ! 


MEDICAL CERTIFICATION, 


Ww 


ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death. Page 4 


by the hospital or attending physician. 
CTOR: After this certificate has been signed by the attending physicion and completely filled i 


ey, 


$. 


poge 3 shauld be detoched for use as the burial-transit permit. 


the registror prior to burial, cremation, or remaval, and in any event within 72 haurs ofter death. 


es Se EM 25242005 Baal! Ate |b eae 
Fd B2 Fa CREMATIGN | 22E DATE HBREOR Zc, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Stote) 
pe 
die ‘ae WON TOWN Cha eTEA | UNIONTIWAH 9D, 
& 6 
ee . "ADDRESS 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs A15 (4) A MESTMINSTER, MP, 
5M 9/5B L 


oaffEB 2 '62 Orthos 2 Foe 


>M, DENTHE 


ot 


ould 


S: by the funeral 


rs. “Gages 1 and 2 
hours after de; 


‘2 
6 
> 
o 
> 
= 
CI 
a 
ae} 
is 
a 


s that the death certificate be executed within 24 hours after 


ion, or removal 


-transit permit. Then please remove carb: 


rs 
ie 
S 
2 
5 
g 
i 
zi 
Es 
a 
S 
2 
a 
. 4 
i] 
o 
= 
7) 


Jan, 
After this certificate has been signed by the attending physician and completely 


ined by the hospital or attending physic’ 
letached for use as the bur’ 


IRECTOR: 
page 3 should be d 


OR ATTENDING PHYSICIAN: The law requi 
be filed with the State Dept. 


may be retai 


Pag 
TO FUNE. 


director, 


TO HOSPIT, 
death. 


< 


RK 
45M 9/60 


= 
a 
= 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF ST, 


1752 


TISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


01°735 


1. PLACE OF DEATH 
e. COUNTY 


2. USUAL RESIDENCE (Where docoesed lived, If institution: Residence before edmission) 


e. STATE b, COUNTY 
___ MARYLAND Maryland Sees .. rrell_. —s 
b, CITY OR TOWN (if outside corporete limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (ff outside corporete limits, write ATVs give neerest town) 
write RURAL end give neerest town) 
Winfie 2 Yrs. ||A Near Winfield — 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) 


Pe es oe Westminster 


ON A FARM? 


d. STREET ADDRESS "| @, dS RESIDENCE 
. ere 
Dey — Yeer — 


Ry -D. 5, Westminster 


‘3. NAME OF First Middle 
DECEASED OF 
srr ERNEST MULLIN maT February 22, _19 
|. eee NIX Me 
5. SEX 6. COLOR OR RACE)7. MaRRIED im NEVER MARRIED [| & DATE OF BIRTH >. Aad iF arr DBE LE Ds 
| Months leys Hours in. 
Male White | wirowsrig — vivorceo [J vt. | | 


100. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


Farming (Retired) 


13. FATHER’S NAME 


John T. Mullinix 


_Farmer 


10b, KIND OF BUSINESS OR INDUSTRY | 


‘Ap ril 28 879 _|82 


eA BIRTHPLAC ce! & 12. CITIZEN OF WHAT COUNTRY? 


Wig Se, oe 


Ye, or foreign country) 


A 
pls Moreien’ 


| Laure Vee Dilion Jitea 


an 
MAIDEN NAME 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
Nee ‘or unkown) | (IFyesgivewerordetesof servi 
oO 


18. CAUSE OF DEATH [Enter only one ceuse per 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a)__ 


“16. SOCIAL SECURITY NO.| 17. INFORMANT 


-------+Mr, E. Ray Mullimix, 


s for (e), (b), end {c).} 


A Carding — Pi Pe 


Address 


Same_as No. 1 _ 
| INTERVAL BETWEEN 
ONSET AND DEATH 


’ 7 DUE TO 
Conditions, if eny, which {b) 


| Bean 


tv eh 


geve rise to immediete ceuse 


(e), steting the underlying DUE TO 


(c}, 


21. 1 certify that (I) (this roe aa) 


(219. 


saw the deceased alive on..... 


\d the deceased from... «4 AE 
., and that aaah eee all: 


— 
‘3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT # RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)/ 19. MRS Ar ea 
= 

3 _ ves []_ No G 
= | 20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert II of item 1B.) 

& | OR CONTRIBUTING (J CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 208. (City or town) (County) (Stete) 

3 Near ent While __ Not While factory, street, office bldg., etc.) | 

2 ann 1” et work [] et work I 


ther 19......, 10. 9.....2, that (1) (we) last 


f 


from the causes at on the date stated above. 


220. a AT e -a 


22b, DATE 
‘D 


ATTENDING MED. STAFF 
Mp, | PHYS. pirecToR [} AWS. (et 


22c. PHYSICIAN’ MM 
NAME {Type} 


22d. ADDRESS 


M,._E. Robertson, M._D.. 


23e. BURIAL, CREMATION, 
REMOVAL (Specify) 


23b, DATE THEREOF 


eb, 25,1962 


23c. NAME OF CEMETERY OR CREMATORY 


Prospect Cemetery 


23d. LOCATION (Citys town or eat 


Mt. Airy, M 


(Stete) 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


C. M. Waltz, Box 241, Sykesville, Md. 


25e, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


pate FER 2 6 '62 Cithet & Pai 


_— 


~N. 


in any event, within 72 hours afte 


sit permit. Then please remove carbon pape 


> 

Q 

: € 

g3es 

SRee 

goEs 

é 

a5e8 
BAN, 

s 

& 


is certificate has been signed by the attending physician and complete 


ed for use as the burial-tran: 


be filed with the State Dept. of Health prior to burial, 


3 
5 
3 
3 
2 

2 
2 
& 

i 
& 
= 
3 
Tv 
© 
£ 
B 
= 
a 

= 
3 
o 
= 
> 

& 
2 

co 

re 

3] 

SY 

n 

b 

3) 

a 

3] 

z 

i] 

a 

z 

rz] 

3] 

is] 

= 
rr 

oO 

wl] 


A 
ae} 
is 
+3 
* 
Pe 
i} 
iS 
‘a 
g 
3 
ao 
@ 
Ss 
> 
a 
uD 
@ 
= 
4 
os 
= 
> 
a 
e 
x 


u DIRECTOR: After t! 
director, page 3 should be detach 


death. 4 
a 


TO HOSPY 
TO FUNE: 


YR AIS (4) 
15M 7/61 
\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


api 753 CERTIFICATE OF DEATH 01°736 
1 PLAGE OF DEATH = 2 — SEBIDEWCE (Wai decreed Ered, H hati Residence before edmission) 
Carroll manytann ||” Maryland : Frederick V _ 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
‘write RURAL end give neerest town) 
Sykesville 30yrs.1mo. Thurmont JOX: 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress} d. STREET ADDRESS °. 1S RESIDENCE 
Springfield State Hospital _ _|____—Neme_ : 7 yes No 
3. NAME OF First ~ Middle an lest s«| «4. «DATE Month Dey Yeer 
DECEASED OF 
(Type or print) Lawrence Edward Munshower peaTH = February = oh, 19 62 
5. SEX ~-[6, COLOR OR RACE] 7, MARRIED [never Marriep [2 | 8 DATE OF BIRTH 9. Acidic gers IEUBE IFUNDER 1 YEAR| IF UNDER 24 HRS. 
Male White | woowe Oo pivorcep[]| October 8, 1890 TA ys. pore ela pene 
Wa. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | Ii, BIRTHPLACE (Counly & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 
Barber : - Maryland | U,S,A. 


13, FATHER’S NAME 


Charles Munshower 


14. MOTHER'S MAIDEN NAME 
Emma Yinger 


{Yes, ni rf unkown) 
ee No 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(llyes give werordetes ofservice) 


17, INFORMANT Address 


Springfield Hospital Records, 


16. SOCIAL SECURITY NO. 


18. mat oat ‘only one cause per line for (e), (b), end (c).] 
LS |. DEATH WAS CAUSED BY, 


IMMEDIATE Cause fe) Bronchopneumonia 


1X DUE TO | 
Seed if eny? which 


geve rise to immediete cause 
(e}, steting the underlying 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 - ) days. 


DUE TO 
cause lest. le) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e] 


19, WAS AUTOPSY 


: 

2] Manic depressive reaction, other. PERFORMED? 

p) as ! Cancer of rectume ves DE No [] 
= /200. ACCIDENT WAS UNDERLYING oOo 20b, DESCRIBE HOW INJURY OCCURED. {Enter neture of injury in Pert | or Pert Il of item 18.) ) 

id OR CONTRIBUTING [|] CAUSE OF DEATH 

© (IF EITHER, NOTIFY MEDICAL EXAMINER} 

Rd 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, } 208. (City or town) (County) {Stete) 

8 Hour e.m. While __ Not While. factory, street, office bldg., etc.) | 

eS 19 et work [ ] et work [ ] | 


21. I certify that (I) (this hospital) attended the deceased from.¥. ANNUALLY 4 Kats hho 2 to ‘ebruary., Ay 19! 62 that (I) (we) last 
saw the deceased alive on.. .. Rebruary.. Ags 62. ., and that death occured at..8.2.2@)PMbm the causes and on the date staled aboves ’ 


BN ATTENDING MED. STAFF ay SAGNED 
2 let Us mp. | PHYS. (C_opirector 0D Pays. BY 2/5/6% 


ic. PHYSICIANYS: e ‘ 22d. ADDRESS 
NAME HP?) Agustin delCampo, M.#. Springfield Hospital, Sykesville ,Md. 
230, BURIAL, CREMATION, | 23b. DATE THEREOF ‘23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or it {Stete) 
burYar“”” 27-62 | unt Olivet, Cemetery Frederick, Maryland 


25a, REC'D BY REGISTRAR 


DATE id.) 7 "62 


25b, REGISTRAR'S SIGNATURE 


_ Carbon 0 Kina Es 


your files. 


ithin 72 hours after death, 


in Bencil in tem 18. Give Pages 1, 2, and 3 to the 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retain. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of 


; Writing the word “pending” 


DICAL EXAMINER: This certificate should be executed within 24 hours after death. If any 
certificate, 


the 
or its designated agent, prior to burial, cremation, or removal, and in any 


TO DEP 
please ex 


YS. AISME 
5M 7/59 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


07754 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


01737 


1, PLACE OF DEATH 


a. COUNTY 
Carroll 


MARYLAND 


2, USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before edmission) 


e. STATE 


Maryland 


b. COUNTY 


Carrell 


b, CITY OR TOWN {if outside corporeta limits, 
write RURAL end give nearest town) 


Rural Keysville 


¢. LENGTH OF STAY IN 1b 


50 years 


¢, CITY OR TOWN {if outside corporete limits, writa RURAL end give neerest town) 


x Rural Keysville 


d, NAME OF HOSPITAL _ INSTITUTION (if not in hospitel, give street eddress) 


| d, STREET ADDRESS 


@. IS RESIDENCE 
ON A FARM? 


ves NOL) 
Youu => - = 


3. NAME OF First ‘Middle Last “4, DATE Month Day 
DECEASED 3 
Ser George Ephriam Myers DENTE. “February 3, 
3, SEX %. COLOR OR RACE|7. MARRIED |] NEVER MARRI 8. DATE OF BIRTH 9. AGE (in yaors | F UNDER 1 YEAR 
wagaie [J Neus Dennen X] lest bithdey) Fonts| Bev | 
Male White winowep[] _pivorc [J |May 18, 1882 79 ys. 


10e. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


1, BIRTHPLACE (Stete or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


Farmer Farming _ Frederick County, Md. U.S.A 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
David P. Myers Elizabeth Stambaugh 


(Yes, no, or unkown) 


__ No 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
(Ifyesgivewerordetesofservice) 


16. SOCIAL SECURITY NO. 


| 219=12--0159 


17, INFORMANT 


Mrs. Iva Parker, Box 404 Sherwood Rd.Owings Mill, 


Address 


PART i. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)__ 


ony t DUE TO 


Conditions, if any, which (b) 
gave rise to immediete cause 

le), steting the underlying ( PUETO 
cause lest. {e) 


18, CAUSE OF DEATH [Enter only one cause per = {e), (b), end (e).] 


ioermeny, 0 4: ee busca 


-s Se 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ie} 


19, ek AUTOPSY 
RFORMED? 


YES a no Ty 


2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury In Part | or Pert Il of item 1B.) 


z 

2 

< 

uv _ 

© | 20a. EXTERNAL CAUSE WAS. 

z PRIMARY [] or CONTRIBUTING [) 
CAUSE OF DEATH. 

< 20c. TIME OF INJURY Month, Day, Year 

a Hour e.m. 

g 

= Pm, 19 


death resulted from: 


ACTUAL 
SIGNATURE 


Natural causes 


Y| 
Samer 2 ABS 


‘2Dd. INJURY OCCURRED 
While ___ Not While 
ot work at work 


21. I certify that | took charge of the remains described above, held an Autopsy [_], 


Suicide [7], 


Accident pet 


20a. PLACE OF INJURY (Home, ferm, | 
fectory, street, office bldg., etc.) | 


20, (City or town) 


Inspection 

Homicide iE 
CHIEF MEDICAL EXAMINER [_] 
ASSISTANT MEDICAL EXAMINER [] 
DEPUTY MEDICAL EXAMINER FR 


M.D. 


Inquiry 
Undetermined manner [_] 


(County) Bieta) 


and in my opinion 


DATZ SIGPED 


Address (Street, city, town, of ¥ Can Rol 4 


228. BURIAL, CREMATION,| EMETERY OR CREMATORY 22d, LOCATION (City, town, or country) gir 
Colehe’ {Specify} 
svill 
23. PUNE DDRESS 2de. REC'D BYREGISTRAR | 24b. REGISTRAR’S SIGNATURE 
LG _ Taneytown, Maryland DATEFE® 6 762 _ (Se a a Oo 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01 755 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 01'738 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where daceesed lived, If instilution: Residence before admission) 


as 
FOR STATE 
HEALTH DEPT. 


gave rise lo immediate cause 
(a), slaling the underlying 
sousa lest. (c} 


PART IL, OTHER SIGNIFICANT CONDITIONS: oP metatotisn, NQT, RELATED TO, THE TERMINAL, DI SEA: soso Gly PART 1(a)| 19. WAS AUTOPSY 
cub Seassoc.with dist wit th’*senile brain dise wi th or “PERFORMED? 
psychotic rea ction. “Fracture, both inferior rami Bilateral. “pneumonia.| ¥s #] No E] 

20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of Injury in Part | or Part Il of item 18.) “i 


DUE TO 


x 


MEDICAL CERTIFICATION 


20a. EXTERNAL CAUSE WAS 
PRIMARY [1] of CONTRIBUTING [) 
CAUSE OF DEATH. 


28. Tse: : a. STATE b, COUNTY M 

a2 Carroll MARYLAND Maryland Montgomery /_ 

$5 B. CITY OR TOWN (if outside corporate limits, ©. LENGTH OF STAY IN 1b ©. CITY OR TOW ies (iF outside corporate limits, write RURAL and give nearest town) 

3 g wrile RURAL and give neares! lown) 

ee Syke svi lle yrs.9mos.9gda Rockville  —s_—- ph OF: 

a 5 | d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give sireel address) d. STREET ADDRESS a. 1S cote 

z ___ Springfield State Hospital _ ____ 408 Park Road _ | ves ws{] NOt 

pee 3. NAMEOF = First "Middle ~Lst (4. DATE “Month ‘Dey Year 

oe = DECEASED es or 

aro {Typ oF prin Minnie Carey Gover Orrison eats =February _13, 19 62 

Bo es 5. SEX 6. COLOR OR RACE)7, MARRIED [] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
‘se last ee Monin] Daye a] Hou 1) Mine 

See Female | White wioowe FX} vivorceo[]| December 18, 1849 “92 yn. |"erm| Pm | Hows | Me 

eat? Ws. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

ery done during most of working life, even if retirad) ee 

Sge5 Housewife - Virginia U.S.A. 

£3 =, 13, FATHER’S NAME 14, MOTHER’S MAIDEN NAME 

= = 

oe ss William Gover Mary Stone 

= 9 rs WAS. baa i IN U.S. ARMED FORCES? , 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 

Sao Yes, no, inkow n| ‘yasgivewarordatasoftervice! 

z: ‘Yo ~ - Springfield Hospital Records 

3s 48. CRUSE OF DEATH [Enter only ona cause per line for (a), (b), and (e).] | < “INTERVAL BETWEEN 

o£ PART I. DEATH WAS CAUSED BY Cees 

x IMMEDIATE CAUSE @) Hoart failure — 

3B 4. rx © vue to 

va 

Fe Conditions, if any, Oy )_ Arteriosclerotic heart disease Years 

2 

2 

8 

st 

Oo 

3 

2 

2 


20. TIME OF INJURY | Month, Day, Year | 20d. INJURY OCCURRED | 200. LONGER OF bay corey 20f. (Clty or town) (County) (State) 
H mh, Whila __Not Whil streal, office bldg., atc 
mae a 1/1862 [ae Nee | Hose | Sykesville Carroll Maryland 


ital 
21. I certify that | took charge of the remains described above, held an Autopsy Ex. Inspection esi Inquiry (3 and in my opinion 
death resulted fro Natural causes im Accident is 


Suicid lk Homicide = Undetermined manner Oo 
CHIEF MEDICAL EXAMINER [_] 


ICAL EXAMINER: 


the certificate, writing the word “pending” in Ber 


mp, ASSISTANT MEDICAL EXAMINER [] DATE SIGNED 
DEPUTY MEDICAL EXAMINER [2 2 /13 /62 
NAME {1 Address (Street, city, town, or county) 


)F CEMETERY OR CREMATORY 


. BURIAL, CRED 22c. NA 22d. LOCATION (City, town, or country) (Stata) 


REMOVAL (feet iP 


its designated agent, prior to burial, cremation, or removal, and in any event 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Pa 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 a 


2/16/62 


TO DEPUg 
Please ex! 


5 Burla Lovettsville Union Cemetelry Lovettsville, Va. 
4 23. TS Es T331 E Aoheoatgomery AVENUE] 248. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS. AISME 
5M 7/59 Tys¢n Whe é tg Agp, Rockville, Nd. DAHER 1 9 '62 Chitin £. 


MARYLAND STATE DEPARTMENT OF HEALTH 
/ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02756 ria CERTIFICATE OF DEATH 01'739 


— 


Cz 
23 1. ee DEATH 2, Ul RES: GETWHER deconed lived, If institution: Residence before edmission} 
=u os 2, STATE b. COUNTY WA 
on Carroll ELUNE ; Maryland _— 
ee: b. CITY Crowe i outside comorate limits, | c. LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outside corporate limits, wrile RURAL end give neerest town) 
Ee) ite and give, est town). , 
ec Rural--Sykesvitte ly. 7m. 10d. || Baltimore f 
3 Ed /d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give streal address) d, STREET ADDRESS ¥ = SRE ANG 
a Springfield State Hospital s unknown-- 
3. NAME OF First FRED Last 4, DATE Month Dey 
DECEASED Be 
(Type or prin!) Helen M. Robey DEATH 2 
5. SEX -——s«| 6, COLOR OR RACE 8. DATE OF BIRTH 9, AGE (In years 


7. MARRIED [_] NEVER MARRIED 


5 last birthday) |Months| Dey: 
female white wiowtp [] —_vivorcep [J 5 &/1887 in yes. | 
TOs, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
sere seins most of working life, even if retired) { 
Pe. Tae Reerisrenrp Nurse Maryland __ | _USA 


id in any event, within 72 hours after deat 


ding physician and complet 


-transit permit. Then please remove carbon pape: 


5 eULy, , MAIDEN NAME 
Porter Robey Ma firthicum 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{¥es, no, or unkown) | (IFyesgivewarordetes of service) 


16, SOCIAL SECURITY NO.| 17. INFORMANT _ ‘Address 


OR ATIENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


22e. SIGNATURE 22b. DATE 
3 Deer ia, (Ee Sie Bean ase — "Sager 
e 222. PHY IAN'S 224. avoRESS Springfield State Hospital 
ue ! _ Sykesville, Maryland _...... 


23d. LOCATION (City, town or county) (State) 


BALTIMORE, MDe 


25b. REGISTRAR'S SIGNATURE 
Unitus &. Feasts 


236. DATE THEREOF EMETERY OR CREMATORY 


/15/62  \ CarHEDRAL 


232. BURIAL, CREMATION, 
REMOVAL (Specity) 


___ Burt. 


VR AIS (4) 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
ENG bs W Geert tr ge ee 
N} us LECCE 


MH 
s Co 
ses : é 
2.8 et ee eis _wmknown Springfield Hospital records, Sykesville, Md. _ 
S> e ie CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e).] 7 INTERVAL ata 4 
‘3 5 ONSET AND DEAT 
S 5 PART I, DEATH WAS CAUSED BY: 5 
Syee IMMEDIATE CAUSE (e) «Cerebral vascular accident = __ _|_ 3-days__ 
aS 
anes 2% 7 
cba AY eS 
§gi5 Conditions, if eny, which (b)_ st 4 y . 
es <6 GeVe rise to immediete cause 
Beas (e}, steting the underlying DUETO 
5st 25 Ratha ald (e)_ -_ ee + ies: : 
Baue z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie)! 19. WAS AUTOPSY” 
2x02 2 A : s 
Geo s| Schizophrenic Reaction, Hebephrenic Type. ves [] No K] 
£875 © [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Part Il of item 18.) 
ou 2. & | OP CONTRIBUTING [] CAUSE OF DEATH 
S255 © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
> — = —— =e 
ase? § | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, + 20%. (City or town) (County) (Siete) 
B<25 a iear ane While Not While factory, street, office bldg., ete.} | 
& ae i 2 re 19 at work at work ! 
S a — 5 
e088 2a. | certify that X) (this ey, attended the deceased trom........4, 1By SBE. #4 4h even aay f.. Pecccsthe 19.62, that (IX (we) last 
2uz 
2238 saw the deceased alive on.........! 2 /13/, see 1962.., and death occured abt | trom the causes and on the date stated above, 
Bea 7 7 a 
& Qe @ 
tua oF 
aso 
OS 
Va 
£3 
gE 
38 


TO FUN 


TO HO: 
death. 


25a. REC'D BY REGISTRAR 


“DATE FEB 1 5 "62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01757 CERTIFICATE OF DEATH 01'740 


= 


3 : = a — 

s NM 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceasad lived, If institution: Residanca befora admi: 

3 * SEUNIDY e, STATE b, COUNTY 

mn MARYLAND || _ Mar Carroll —— 
=v b. CITY OR TOWN [if outside corporata limits, ¢, LENGTH OF STAY IN Ib “e, CITY OR TOWN Tlf outside corporate limits, weiia RURAL and give nearest town) 

= G write RURAL end give neerest town) 

om " 


—, pred _ tanevtown ¥ x _. Rural Taneytown —_ 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospilal, give street eddress) { d, STREET ADDRESS e. IS RESIDENCE 


ON A FARM? 


3 


& 


ly 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. 1 


'3. NAME OF ea ke ae Middle lest [4 DATE Month Dey 
ieee OF 
‘ype or print] DEATH 
ee oe NE 2 oe ene, ley ¥, eee 
5. SEX COLOR OR RACE] 7. ARRIED Eg NEVER MARRIED ot an Cy Birt 9. AGE (In yoers [iF UNDER 1 YEAl 
lest birthday) |“Months| Deys | Hours Min, 
wipoweD [_] —_bivorcED [“] i August 5 yes. | 
Oe. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | Tl. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
done duting most of working life, evan if retired) | 
—_____|_ Own Heme __ Baltimore, Md.  _ i a ar 
13. FATHER’S NAME © | 14. MOTHER'S MAIDEN Nahe 
it) ae es errs by -£ _. —— 
1B. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO, | 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyesgive werordetes of service) 


No 1215-32-8339 
"] 18. CAUSE OF DEATH [Enter only sree ee 339 c). Kr.James Salley, Route #1, Taneytoy Ntavar veers 
rset add ie le Eh Hatha ogee & PO hia perv, 
DUE TO ee , 
Conditions, if SA, fois ma Nill TY ee 
(sting te anantsng TC Mp ah tan VW Hier S Yyler 


The !aw requires that the death certificate be executed within 24 hours after 


cause last. (e) 


After this certificate has been signed by the attending physician and complete! 


< 

acy 

ant 

Fd 

= 

a 

oa 

& 

oO 

iS 

2 

a 
| g 01% PART Il. OTHER SIGNIFICANT CONDITIONS CON1 (UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WS AUTOPSY 
so is PERFORMED? 
Ua S yis [] No [] 
B= 2 200, 2 eS UNDERLYING FI] 20b.” DESCRIBE HOW INJURY OCCURED, (Enter nelure of injury in Pert I or Part Il of item 18.) . 

& | or contre Al 

ze © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Os | 0c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, 20h (City or town) (County) ~ (Stete) 

4 S 4 
By 5 Heugetala While __ Not While factory, street, oftice bldg., ete.) | 
ae = = he 19 at work [_] at work , 

a - nn De 
B20 21. | certify that (I) (this hesfital) attended the deceased from...... ee Leet SE CE vecsceeeny 19... that (1) (we) last 

H 

pee) saw the deceased alive on...., AN 2.7........194 Nd and that death Secure a dAg 7M, ronal ee causes and on the date stated above. 
> 220, SIGNATURE 226. DATE 

gm ri ATTENDING STAFF SIGNED 
Oa 7 betel mo. | PHYS. DR DIRECTOR Ooms. 2 Z-/3-G2 


22c, PHYSICIAN’S 22d. ADDRESS. 
NAME (rel BT. Gobel, M.D. 245 Baltimore Street, Hanover, Pa, 


23d. LOCATION (City, town or county) (State) 


a fo} Maryland 


25e. REC'D BY REGISTRAR } 25b. REGISTRAR’S SIGNATURE 


parFER 15 ’62 ieee Vode 


5 


‘UNE: 


P. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after deat! 


€ 
3 
g 
mo 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF ‘CEMETERY OR CREMATORY 
REMOVAL (Specify) 
eb.15, 1962 


Burial Reformed Cemetery 


24 coe Beton dere Hed Le ) ADDRESS 


O.Fuss Taneytown, Maryland 


e 
=] 
a 
un 
9 
a 
oO 
a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Pwigeg ¥59 STATISTICAL RESEARCH AND RECORD, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S. CERTIFICATE OF DEATH O1'74.4 


1 
R STATE 


HEALTH DEPT. |": Bonnin DEATH r —Eeenie 2. USUAL RESIDENCE (Where daceased livad, If institulign: Rasidence before admissio 
o Es sii 
¢ 8 := CARROLL x MARYLAND _ MaATAE AND KiGboee cere a 
Pa b. CITY OR TOWN [if outsida corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write sttiocK ‘ond giva nearast town) 
g 5 writa RURAL and give naarast town) os 
ane _SYKESVILLE _ 12 days MYERSVILLE _ OL are 
pete d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streat address) d. STREET ADDRESS a, IS RESIDENCE 
a ON A FARM? 
oe | SPRINGFIELD STATE HOSPITAL rs ; ves] NOL 
/3. NAME OF First Last 4, DATE ‘Month: Dey Yeer = 
DECEASED OF 
acd MIRLAM PAULINE SHEPLEY Dee sin 1068 
5, SEX 6, COLOR OR RACE|7. MARRIED [CINeveR maniep [-] | 8-,DATE OF BIRTH 9. AGE {in years /IF UNDER 1 YEAR) IF UNDER 24 HRS, 


SK5 7. 


[oa Days 


PM3. Page 5 may be ret®.ad for ye 
le pages 1 and 2 with the State Bog 
within 72 hours after death. 


2 
o 

Hi in. 
z Female White winoweo [f]___vorceo[]| December 31,19043 SKB. ne | ‘iad 
ee TOs, USUAL OCCUPATION (Giva kind of work ie KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stata or foreign country) ~~) 12. CITIZEN OF WHAT COUNTRY? 
es done during most of working life, evan if retirad) 
3 housewife own home : Frederick,Co, M4. |U.S.A. 
3 ; 13. FATHER’S NAME 14) MOTHER'S MAIDEN NAME 
a Walter Lizer ee Estie Shepley  __ Ae + deed =. 
i] 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT Address 
3 (Yas, no, or unkown) | {If yasgive warordatesofsarvie! 20- 40-0392 | C1 
E _no arence F, (/Sheple ersville J8 
4 18. CAUSE OF DEATH [Entar only one causa per lina for (a), (b), and (c).) P y sg Hy: ie, ‘AL BETWEEN 
cs 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
Tb IMMEDIATE CAUSE (o)___ Bronchopneumonia—_ = - — 


DUE TO 
Conditions, if Eo, __ Gunshot_wounds_of neck _ a 


gave risa to immediata cause 
{a}, stating the underlying DUE TO 
cause last, i.e a 


te should be executed within 24 hours after death. II 


ate, writing the word “pending” in pen: 
4 should be forwarded to the Chief Medical Examiner’s Office along with for 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permi 


41% PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lia)| 19. WAS AUTOPSY 
a a ao ne PERFORMED? 
ae 
s YES ira} no [] 
E/ 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Port | or Peri Il of itam 18.) 
& | PRIMARY 9&1 or CONTRIBUTING C) 
| bas ee Shot self in neck *p. __——- Jaw — —. 
& | 20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, seh 20f. (City or town) Fred ) 4 (Stets) 
ra} we if a.m. While Not While factory, street, office bldg., atc. e ck 
2{_8:00 xx 1-12 yp G2/etvok(] owen Bl] Home ersville id. 


2 1 certify that | took charge of the remains described above, held an Autopsy [x]. sca [a Inquiry ay and tn my opinion 
death resulted from: Natural causes ia} Accident i: Suicide x). Homicide Oo. Undetermined manner il 


MEDICAL EXAMINER: This cert 


ignated agent, prior fo burial, cremation, or removal, and in any 


: 
5 
° 4 reb_A CHIEF MEDICAL EXAMINER 
= 
= ACTUAL 
A poe oe (A rom map, ASSISTANT MEDICAL EXAMINER DATE SIGNED 
Lad DEPUTY MEDICAL EXAMINER [_] 
4 2 ) EXAMINER'S 
> VS NAME yes) Peter W. Rieckert, M.D. _Addrass (Street, city, town, 2-5-62 
g 4 22e. BURIAL, CREMATION,| 22b, DATE THEREOF 22, NAME OF CEMETERY OR CREMATORY {Stete) 
as = REMOVAL (Specity}- 
gags it. Paul's Lutheran _ ille, Fred Co, Md. _ 
24b.” REGISTRAR'S SIGNATURE 


\ 
VS. AISME “On! 
5M 9/60 


Sos 2da, REC'D BY et 
LF ia, ierevine, Ma, |oantEB 8 62 


SB 2 sef orate ig pool sa oh a e aT hwosuon” 


he lk, RS ont eae 


tverayt HE peers ere 2i oF z ae" z 


i ety ai) ‘ c ; 
Sut) tre Siitves ey igedttead a iiaiS j Js 
shake? ; =) rar 


7 ers 


‘ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1 a 
01759 CERTIFICATE OF DEATH res. NGA 
cs _ = 
S 35 1, PLACE OF DEATH 2 usual ee (Where deceased lived. If institution: Residence before admission) 
& 5 8 a. COUNTY, . MARYLAND a. S$ 
£ 3 3 b. CITY OR TOWN (If autside cdrporate limits, write Es "De, OF STAY IN 1b c. CITY OR TOWN 
g 8 RURAL ond give nearest to nl 
eS “Uibad J l4b4A4DA Pe Z 
2 8 ya cd. NAME OF HOSPITAL (If not in hospital, give street address} ) d. STREET ADDR! e. IS RESIDENCE 
3 a Xx OR INSTITUTION G 2 ON A FARM? 
our <b hhee Hoe ALD G MIE LXe 
3 
2 S 3. NAME OF Month Day ‘Year 
- DECEASED 
z I) | teste FRANCIS. DONALD. SHRIVER | Bem 962. 
= & 5. SEX 6. COLOR OR RACE | 7. MARRIED E]-NEVER married [] |B. Dare OF A 9. es If UNDER 1 YEAR|IF UNDER 24 HRS. 
= Min. 
é , wibowep [] DIVORCED [] LF QE ae ys. 
3 10a. — OCCUPATION (Give kind af wark done| 10b. KIND OF (US INES OR INDUSTRY | 11, BIRTHPLACE {State ar‘toreign LZ 12. CITIZEN OF WHAT COUNTRY? 
8 | masef warking life, even if retired] 
3 M_ prhthdesaist dd bed pasl )tpa2tead D1 “3 Ag Le: 
fs y, 14. MOTHER'S Ap IDEN NAME 
£ iC lp 
8 MLE¥E LELGR tiiez be wPP/ tren PAA A fat) Ak bi 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT 
(Yes, no, or unknown) (HE ype. gi 


abd trance |182-OF 7556 Ayo 


EAZZe 


gs ps — 


PART |. ital WAS CAUSED BY: 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 
IMMEDIATE CAUSE 1a gear ae, 


INTERVAL BETWEEN, 
TS AND inc 


Then please remave carban papers. 


} 


DUE TO 

~ _©* 
Canditians, if ony, which (b) 
gave rise ta immediate DUE To 


cause (a), stating the under- 


lying cause lost. a) 


ERFORMED? 


yess) noO 


The law requires that the death certifi 


injury in Port | or Port Il of item 1B.) 


After this certificate has been signed by the attending physician and campletely filled in 


‘ADDRESS (Street, city ar town, st 


{Caunty) {State) 


19 24rat | last saw the deceased 
, fram the causes and on the date stated above. 


tote) DATE SIGNED 


S Rak Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o]]19. WAS AUTOPSY 
FS = 
6 & 
- 2 © |'200. ACCIDENT WAS UNDERLYING [1 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of 
3s © JOR CONTRIBUTING LI CAUSE OF DEATH 
Zs & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
2% & [20c. TIME OF INJURY Month, Day, Year [ 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) 
ae Ba Hour a.m. ‘While Not while factory, street, office bldg., ara Hq 
ae 3 p.m. 19 Jot work [1] of wark 
Aye 
ze 21. | certify thet | attended the ee from, fetech . IFS is 
gos ative an__~7 £4 & 2 As ad _ 2; tatid that death, accurred af /- 
ae 
ES 
qa 


CTOR: 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


page 3 shauld be detached far use as the burial-transit permit. 


Ba PHYSICIAN'S LO tin en Wy— 
£3 | NAME (Type) T AMES Pe: ‘ ee ae & Maks, - Se ? Oe, 
& 3 2 Na. Eins Buln 2b. DAJE THEREOF 22d. LOCATION (City. town, ar county) {State) 
~S EMOVAL (Sp9ci , 
5 EO a, ASDA 4 Ye Z a L0% £27 TLIC PALL LE, Z| LEM ipgeagaAl UP 
= = a ee DIREGTOR'S SIGNATURE YE ee 2b. ros IGNATURE 
Vs AIS (4) x ; 1 Cinthia df, Trane 
15M 9/38 \ Lf Sf: /ttk cage 13 ‘62 


MARYLAND STATE DEPARTMENT OF HEALTH 3 
1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01760 CERTIFICATE OF DEATH 


GD 

£2 = 

e 3 1 Pescrias DEATH 2. USUAL RESIDENCE (Whera daceesed lived, If insfitution: AL 44 £43. 
25 i Carr a. STATE b. COUNTY 

2nz arrolt q MARYLAND Maryland _ tT Frederick 

>23 b. CITY OR TOWN [it outside corporete limits, c, LENGTH OF STAY IN Ib ©. CITY OR TOWN (it orporaie ita RURAL and give nearast town) 
Bes write RURAL and give nearest town} 

Ey " Sykesville | Months Liberty town 1OX 

Bea d. NAME OF HOSPITAL OR INSTITUTION [if not in hospilal, give strael addrass) | d, STREET ADDRESS i |e, IS RESIDENCE 
ere F ON A FARM? 
ete Pullen Nursing Home | ves [] No [3 


geve rise to immediete cause 
(e), stating the underlying DUE TO. 
cause lest, be ee) {c) 


ie 
5 
C= 
ro 
2 
5 
QO 
= 
se 
N 
< 
= 
eS 
7 "3. NAME OF First Middle Lost 4. DATE Month 
3S DECEASED x ; v | 
ee (Type or print) Joanna. Norris Simpson | DEATH February 
2 at 5. SEX 6. COLOR OR RACE) 7, qarrieD [X] NEVER MARRIED [] | ® DATE OF BIRTH 7 iia UNDER 
iS 2 
Pars Female White wiboweD pivorceo [_] | 5-188) Tt 
& ges Da. USUAL OCCUPATION (Give kind of work | 1Db, KIND OF BUSINESS OR a 11. BIRTHPLACE (County & Siete, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
2 333 done during most of working life, evan if retired) 
& S82 Housewife | _ None Frederick Cos Maryland US.A. 
oS a9 = 13, FATHER’S NAME = a | 14. MOTHERS MAIDEN NAME z _ 
£ af 
= i n 
8 E32 Nicholas Edgar Norris I Fannie Brovming 
OG ice 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT __ Address 7 <7 
2 323 (Yes, no, or unkown) | (Ifyasgiva warordetesot service) 
#22 iO. ~ a None re Fs Loraine Simpson _ Libertytom,. Maryland 
fetes 18, GAUSE OF DEATH [Enter only one couse per line for (), tbrend (o).] == / INTERVAL BETWEE 
eoak. " 1. DEATH WAS CAUSED BY: a oy 
sep ae Sy IMMEDIATE CAUSE (e) : aed zeit, 
ee 2c 
2ages AR. UE TO Gh A 
22 € sax it eny, whic 
og ae 
@ e 
<< > 
Sm 3 
M4 
5 
a 
= 


Fa PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TE INAL DISEASE CONDITION GIVEN IN PART He) 

= Wa bee PERFORMED: 

2 Z. 

= 20e, ACCIDENT WAS UNDERLYING [] 2Db. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Part | or Part II of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH pe 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 Z pee fete = ees 
o 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 2De, PLACE OF INJURY (Home, farm, ' 2Df. (Clty or town) (County) {Stete) 

a Hour a.m. | While Not While ___ lectory, street, office bldg., ete, ae 4 

= p.m. Ar ot work 


1 at (I) (we) last 


Peak from the causes and on the date stated above. 
22b. DATE 


DIRECTOR: After this certificate has been si 
r, page 3 should be detached for use as the burial-transi 


be filed with the State Dept. of Health prior 


@ 4 may be retained by the hospital or attend 


TO HOSPETAL OR ATTENDING PHYSICIAN: 


ATTENDING MED, STAFF SIGNED 
mo, | PHYS. DIRECTOR PHYS. 

j 22d. ADDRESS 7 ah 4 tar 
we Ze, BURIAL, CREMATION, | 23b. DATE THEREOF "2ac. NAME OF CEMETERY OR CREMATORY a LOCATION (City, town or county) {Stele} 
ue REMOVAL (Specify) 4 - 
“girs Fairmount Cemetery _ Libertytom, Maryland 
as (4) ADDRESS 2Se, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 9/60 a Son Frederick, Maryland |osrgar 5 '62 we aera 


‘ MARYLAND STATE DEPARTMENT OF HEALTH 
1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MA\ bind 


01761 CERTIFICATE OF DEATH 1744. 


1. PLACE OF DEATH Pq 2. USUAL RESIDENCE (Where deceased lived, If institution: Rasidence bafore edmission) 


a. COUNTY e. STATE b, COUNTY 
L hr th MARYLAND ; Mth ert 


‘a =: a == 
b. CITY,OR TOWN (if outside corporata limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside vita limits, write RURAL and give neerest town) 


wea RURAL gad.giva nearest town) 


} 
. STREET Ree 


a NAME OF HOSPITAL OR pag es not in hospitel, give stfeat eae, i ah . IS RESIDENCE 
 Lrerttlle side 2 Zak, Ae free | Aa / L tt _| yes No KT 
I ‘¥. NAME OF rs y = 


First hate Last | 4. DATE Month Day Year 
DECEASED 


treet) COAL YW CG Showmcer | Fu 79 


24 hours after 
in by the funeral 


és | and 


hours after deai| 
o 
i) 


Y 


5. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED 8. DATE OF BIRTH ]9. AGE'(In years |IF UNDER 1 YEAR] IF UNDER 24 HRS, 

— = F, birthdey) |"Months| Days | Hours | Min. 
AA) sibel DIVORCED [_] J ble ye “8 ae 

Oe, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR ted it, BIRTHPLACE “(County Stele, or F a —, "| 12. CITIZEN OF WHAT COUNTRY? 

done dysyry most of — fifo, even jfyetired) 
oC eos ieee 

13. FATHER'S NAME Lee | 14. MOTHER'S MAIDEN NAME a’ . . 

John Slonaker a x Susan Eckard = 
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) | (Ifyes give weror detas of servica) 


No eels Sie Wrs. Cora Lawyer, R#1, Nestminster, Maryland. jana 


ed by the aftending physician and complete! 


hed for use as the burial-transit permit. Then please remove carbon pap 


of Health prior to burial, cremation, or removal, and in any event, within, 


The law requires that the death certificate be executed withi 


ec 18, CAUSE OF DEATH [Enter only one ceuse per line for (a). (b), and (c).) INTERVAL BETWEEN 
> . NS AND 
3 PART I. DEATH WAS CAUSED BY: fl ,terie Seti Le + che . " 
Z IMMEDIATE CAUSE (e) ! st 4 tir Levee Vader CCisiacr— _ ee 
a5 U- Te ag | DUE TO 
Be Conditions, if any, which (b) = 4_ eee ure 3 ta 2 ee Pee 
2 3 geve risa to immadiate couse 
24 (e), steting tha un. DUE TO 
= 2 couse test. ra o) 
Oe, couse ley 
ass r Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e}/ 19. WAS AUTOPSY 
BR ie) Se 
3] es < ves [] no 
mes = [ 200. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Ped Tor Part Il of item 18.) 
2 coh & | OR CONTRIBUTING [] CAUSE OF DEATH 
B22 & | (WF EITHER, NOTIFY MEDICAL EXAMINER) 
vas % | 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 208, (City or town) (County) Greta) 
z ca 6 Hour e.m. While __Not While fectory, street, office bldg., etc.) 
a 3 3 2 19 et work at work | 
Deeg 5 
peosa 21. 1 certify that (|) (this hospital) attended the deceased from7# =) ¥, ae deociattis Fatal 12—that () (we) last 
mS Og 2 4 C2 {7 beth occured at.. Le. from fe causes and on the date stated above, 
menace ; ab, DATE 
OfA% o yy) ATTENDING, ‘MED. STAFF SIGNED 
SAS Len " __ mp. | PHYS. VA pirecror [] pHys. (] r Z2z= 
wt LOS | 22e. 22d. ADDRESS —__ fj 
BH = Type) 
hee <SAMES. M preset _Adrilinine Lis. 
Q2D a 23e, BURIAJ/ CREMATION, | 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town of county] (State) 
Let 3 ba 2 REMOVAL (Specify) 4 
ovous a waa/e St. Marys Cemetery Silver Run, Maryland 
PAE (4) p24 FUN : TURE ADDRESS 25e, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
y ri . 
Mm 9/60 FEB 13 ‘62 Corton 8, Toast 
bt Taneytown, Maryland lost 


MARYLAND STATE DEPARTMENT OF HEALTH 


FF 


(Yes, no, or unkown) | (Ityesgive weror detesofservice) 


DIVISION 4 joRo RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, “OT \ 
a CERTIFICATE OF DEATH 1745 
a2 — 
23 bebe ess AG ao 2. USUAL RESIDENCE (Where daceasad lived, If inslitulion; Residence before edmission) 
25 <2 a. STATE b. COUNTY Ws 
‘e Carroll MARYLAND Maryland Balto, City 
=+4 b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, wrile RURAL and give neares! town) 
= ee RURA ar give neeras tow) 
ene sykesvitie 3yrs.7mos.23days Baltimore 13 3VO1-¥- 
38a ns d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) d. STREET ADDRESS iP — e. TS RESIDENCE 
ow A FAI 
= 8  |__Springfield State Hospital 17h0 Harford Avenue ves ENO BL 
Yt . NAME OF Sh ES a Last ] a DATE Month Day Year 
aN DECEASED 
eae (Type or prin!) Frank Snyder DEATH February 12, 1962 
aes 5. SEX } 6. COLOR OR RACEI7, MARRIED LINever MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER1 YEAR| IF UNDER 24 HRS, 
2is ts : last birthday) |Months| Deys | Hours | Min. — 
BBs Male White | wiowep DIVORCED October 30, 18 yrs, 
le bal, 
ges ¥0s, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
3G8 done during most of working life, even if retired) 
SE2 Foreman - Maryland | UGA, 
cs ee 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME —_ VV 
gs 
$22 Frank Snyder Unknown 
£ s = 35, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 7 
a= id 
Eee 
ee 
5 
ie 
“3 
cc 
3 
S 
5 


21. | certify that (I) (this hospital) attended the deceased from... JUNE... Lg fy |" 58 to.. February... aes. A2that (I) (we) last 
saw the deceased alive on. February. POUSEL 62., and that death occured &. & LOA from the causes and on the date stated above, 


DIRECTOR: After this cert 


9e 4 may be retained by the hosp 


: ) - 212-05-3)67| Springfield Hospital Records 
€ = | 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] ‘ait INTERVAL BETWEEN 
ay oO PART |, DEATH WAS CAUSED BY: oe ger ar 
Pon IMMEDIATE CAUSE (a) Pneumonia Days 
SB f : if a =: ake ays 
fe i= 
BS 2 } by ’] DUE TO 
S ¢ : 
ees Conditions, if eny, which (b) Congestive heart failure we 2 
§= /_vonge ess - é 
a 32 geve rise to immediate cause | 
2.3 (a), stating the underlying ( DUE TO | 
ae! couse last. (e) 
= 2 tS z PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE | CONDITION GIVEN | IN| PART Ved] 19. WAS | “AUTOPSY 
3 © 2 Chronic brain meeror associated with dist.of metabolism,with senile Re Ly vo i 
a vy _ — 
ES E | 200. brake witaeten £3 OPAC RRR a: neture of injury in Part | or Part Il of item 18.) 
5 & | OR CONTRIBUTING [] CAUSE OF eee 
= © | (IF eITHER, NOTIFY MEDICAL EXAMINER) 
3 3 20¢. TIME OF INJURY Month, Dey, Yeer 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Homa, ferm, | 20f. (Cily or town) (County) (Steta) 
3 8 eur ae While __ Not While factory, streol, office bido., otc.) | 
3 p.m, 0 ‘et work et work i 
o 
2 
ah 
= 
9 
c= 
5 
oO 
& 
a 
a 


be filed with the State Dept. of Health prior to burial, 


TO HOSSITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


22a, SIGNATURE ar mene ras a 2b, DATE 
L os) / gale sy, as, (2 oomecror (] pxys. FX] 2/1278 
| 7 7 22d. ADDRESS ; 
cs Agustin delCampo, MJ. |.___S springfield Hospital, Sykesville, Md. _ 
ig 3 23s. ein, CREMATION, )23b. DATE THEREOF 23c, NAME OF CEMETERY OR piel ws TOGATION (City, town or county) ; 28 / 
As pecii 
49s Ais bz | fartimegre SALT Iaek ae 4: 
VR AIS (4) = TOR'S SIGNATURE DRESS 25a. ee 8 REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 7/61 Keg he 330.5 Seo Rd Ke. pareFER 19°62 | Cita £ Paw 


el ae 
wotken' weep 
TA 3 416 


ce es Ses wees 


aA Sa N Pett AAS 


reel 


Ms en, = TaTe pac a2 al OF HEALTH 
ISION OF STATISTICAL RESEARCH AND RI RDS — BALTIMORE 1, MARYLAND ~ 
91763 CERTIFICATE OF DEATH 01746 


1. PLACE OF DE. 


2. USUAL RESIDENCE (Where. sed lived. If institution; Residence befare admission) 


ed, - “are b. COUNTY moe i 


ATi 
0. COUNTY Ca rro Ue MARYLAND 


e Funeral directar, 
auld be filed with 


®: 


led 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


La, we ep be S94 A 0 MpctE EAD. Fearva / 


b. ay OR ee (if outside corporote limits, tel LENGTH OF STAY IN Tb 


4. NAME OF HOSPITAL (I not in hospi give sires! odes) a Le. ADDRESS e. IS RESIDENCE 
OR INSTITUTION | ON A FARM? 
Ors 7 CRATE Ae Lleuchee U17e. ave ves C1 Nog 


JAME OF Re Middle 


3..N Dat 
DECEASED | e Month Doy Yeor 


F 
DEATH Febouer Ca pez 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign count 


id campletely 


Wipe uernt! LVI E est Smryder 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF RTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Months] Doys | Haurs 


Female whi k E_|woowen PR owvorceo sJuave ag¢_/€F3 = atl Min. 


12. CITIZEN OF WHAT COUNTRY? 


ah ae 7. OU SA- 


13.4ATHER'S NAME 


hin 72 hours after death. 


during mast of working lifg, gven if retired) 
eas ke ALO 2» 


JERS MAIDEN NAME 


carer Levi dso 


mes Kh tbrin wv 


15. WAS DECEASED EVER IN U. S., ED Fone? 16. SOCIAL SECURITY NO. |17, INFORMANT Address 


(Yes, no, oF unknown) | UF yes, give wor oF dotes of service) 


36 ALY Lire Mace [tp nyastER Dy 2 


-transit permit. Then please remave carbon papers. Poges 1 an 
|, and in any event, 


or attending physician. 
MEDICAL CERTIFICATION, 


by the has; 
ECTOR: After this certificate has been signed by the attending physician an 


TAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs after death. Page 4 


* 


18. CAUSE OF DEATH [Enter only ane couse per ond (¢}.] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED 8Y: ' “ ~ CRE AGRE ST 
IMMEDIATE CAUSE (a) Para o dard: TERE 


ue he DUE TO 
te Ree. » Witreia seber he Sih S why SD tavaet~ 


gove rise to immediote 
couse (a), stating the under- 
lying cause last. 


D £5 ea ou: 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


1 whe) AUTOPSY 


FORMED? 
ves] nope 
200. ACCIDENT WAS UNDERLYING | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
‘OR CONTRIBUTING CJ CAUSE OF DEATH — 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ed 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form | 120F. (City oF tawn) (County) (Store) 
Metedeal en: ilies 2 eters factory, street, office bldg., 
ea 19 Jat wark Loot work FS — H os ee, ene 
21. | certify-thot (I) (this hospital) ottended the apes from. Def Lf _. IO 10 [22 A. 44... 19 Gade thot {I) (we) last 
2 
saw the decebsed olive on Za. I Ser ped ond,that deoth occurred 36M, fram the couses and on the dote stated above. 
220. SIGNA Wy, Mb.DATE 
ATTENDING, MED. STAFF 2 
of (Sle M.D. | PHYS. i 


FF loheph E TBus h 1: 


the State Baord of Health priar to burial, cremation, ar removal 


poge 3 shauld be detached for use as the burial 


moy be &: 
& TO FUNER, 


=S TO HosPi 
=> 
zie 
a 
“oy 


230. BUR Sa cEmaTON eS. DATE pay as NAME OF CEMETERY OR CREMATORY 
‘ 


SEMOVAL (Specify) 44 ae =a Mh bt 


Zs <vof 
m FLUNERAL DIRECTOR'S SIGNATURE - ADDRESS » gf, | 250. REC'D BY REGISTRAR 
1 ficen ( 
t 


potires—Eltr® ‘Peau oe FER ‘62 


23d. LOCATION (City, town, or ny Ws Wed 
LttAatl Lo 


‘25b. REGISTRARS fe 
Coun £ Mass 


Lf 


= = tS. 


= 


i 
” 


~~) : - s «a 
oa aby % data 
: . eb 


\eeoe = sEet my ts 
ioe : : 


pti =< 
Cine bien baat 
=P 


ond 
4 


ge 4 


e funeral directar, 
hauld be filed with 


a 
Se 


Pages 1a 


g physician and campletely filled 


Then please remave carbon papers. 


CTOR: After this certificate has been signed by the attendin: 


by the haspital or attending physician. 


be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


moy be ret; 
13 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Pa: 
page 3 shau 


TO FUNER,' 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
01764 CERTIFICATE OF DEATH sep tai ng Ee? 


2. Reals RESIDENCE {Where deceased lived. If institution: Residence before admission) 
. STATE 


°. b. COUNTY 
LY LAALR SL ALL BR poeL. 


¢. CITY OR TOWN {IF outside corporote limits, write RURAL and give nearest town) 


x NWNEW WIN 2S0R 


|. PLACE OF DEATH 
7 AELO yale MARYLAND 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL and give nearest town) AP 
S) 


4 NAME OF HOSPITAL (iF not in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
‘OR INSTITUTION | ON A FAR 
LEC So 7 yes [] No 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 


DECEASED 


(ype or prin) 1A SHINE SLU FE STAUFFER DEATH 


: 5 ie 6. cong OR RACE |7. MARRIED} NEVER MARRIED [er 8. DATE OF BIRTH 
wioowen py oworceo Oh [YEO 22 -/F G7 


22 wh 


9. AGE (In years |/F UNDER 1 YEAR! IF UNDER 24 HRS. 
lost ea 


Min. 
Toa. a OCCUPATION soe dof work done] 10b, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
é K OWN THOME LL Lt LBWD Lf 
13, FATHER'S NAME 1a, MOTHER'S MAIDEN NAME 


Louls SLIN GLUE F_ MARCARET. CHOPO WELL. 


1S, WAS Be anaG) IN U. S$. ARMED FORCES? 17. INFORMANT Address D 
(Yes, #0. oF unknown) (1 yes, gire wor or dotes of tervies) 
|_£0 ONE LUD NEW _V of 


18, CAUSE OF DEATH [Enter only one cause per line for {a}, (b), ond {c). — INTERVAL BETWEEN. 


PART 1, DEATH WAS CAUSED BY: py Pas HE] 
IMMEDIATE CAUSE {o) 


4 . é DUE TO 


7 “hy 
Conditions, if any, whi 
gove rise to immediote 
cause (a), stoting the ynder. (| CUETO 


lying cause last. (e) 
Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)] 19. WAS AUTOPSY 


ERFORMED? 
yes] nol] 
20a. ACCIDENT WAS. emery oO 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port 1 or Port I! of item 18.) 
OR CONTRIBUTING C] CAUSE DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, ie Yeor | 20d. INJURY OCCURRED We. Hee? OF INJURY (Home, farm, ' 20f. (City or town) {County) (State) 
Hour a. 7. While Not vtiler foctory, street, office bldg., eli, 
p.m. jot work [-] of work 


21. | certify that | attended the deceas from ee eee ee ube Alles LT 19.@ *that | last saw the deceased 


alive ons ay < , and that death occurred at4 aay from the causes and on the date stated above. 
ADDRESS. (Street, city or town, state) DATE ey iD 


>I >- 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURI 


NAMES 


Za, BURIAL, ee ‘Z2b. DATE THEREOR Saas NAME OF CEMETERY OR CREMATORY ‘Tad. LOCATION (City, town, or county) {State} 
oi s 
ae gon as LE CREEL BPRPtLL CoQ 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Forataes 


pateFEB 2 7 ‘62 Chathen 


a ee ene ae es 


a 


re he 


eS! 


Be igt CVS ‘ite real ~w 


_ weir: 


WEES IOS ER EAS 7 MARYCAND’STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Mepanp 3 


Items teres MEDICAL EXAMINER'S CERTIFICATE :OF DEATH, 1/62 


1, PLACE OF DE. ISUAL RESIDENCE (Where deceased lived, If inslilution: Residence before edmistion) 


Laisseq yh a, STATE b. COUNTY 
OLL MARYLAND arylen Carro 
b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, wrile RURAL and give neares! town) 
s write RURAL end give nearest town) P 
6 WESTMINISTER 2 ] WESTMINISTER _ 
a d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give streel address) od. STREET ADDRESS @. IS RESIDENCE 
sh ONA ory 
a a 2 Mayberry Roado ——_L YES ENOL 
é = 3. NAME OF First = ‘Middle i eh nie 4. DA Month — “Day Year 
“fe DECEASED or 
{Type or print) DAVID DEATH Feb. 25(Presumed)i9 62 
5. SEX 6. COLOR OR RACE|7, MARRIEDIH NEVER MARRIED B. DATE OF SIRTH 9. AGE (In yoars |IF UNDER I YEAR| IF UNDER 24 HRS. 
ie ite < fest birthdey) [Months] Devs | Hours | Min. 
REL unknown yes, 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Siete or foreign couniry) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if relired) 


Yugoslavia (“unknown _ 


14. MOTHER’S MAIDEN NAME 


13. FATHER'S NAME 


nt within 72 hows after death. 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgivewarordetesofservice) 


16. SOCIAL SECURITY NO.| 17. INFORMANT = = = = Address 


18. CAUSE OF DEATH [Enler only one cause per line for (@), (b), end {c).) 


PANT. DEATH was SAUSDEY. Gunshot wound of chest 


Tab Me DUETO 


Conditions, if eny, which {b). 
gave rise lo Immediele cause 


in Item 18, Give Pages 1, 2, and 3 fo the 


1a Chief Medical Examiner's Office along with form PM3. Page 5 may be retaiied for your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 


{a), steling the underlying ( OVETO 
cause lest. rT te ; 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
a oe =, a PERFORMED? 


ves fg] NO (| 
20b. DESCRIBE HOW INJURY OCCURED. (Enler neture of Injury in Pert | or Part Il of ilem 18.) . 
Shot self in chest - during a period of despondency 


20a. EXTERNAL CAUSE WAS 
PRIMARY or CONTRIBUTING [) 
CAUSE OF DEATH. 


20¢. TIME OF INJURY Month, Day, Yeer 
Hour a.m, While No! While 


4 ae 2 254962 Jat work [1] ot work 
21. I certify that | took charge of the remains described above, held an Autopsy bal Inspection iat Inquiry ‘a and in my opinion 
death resulted from; Natural causes o Accident ie Suicide K [Homicide a} Undetermined manner i) 


( Ky CHIEF MEDICAL EXAMINER [_] 

| \ AY war p, 

ACTUAL | rE 
pth Leo Mp, ASSISTANT MEDICAL EXAMINER [7] DATE SIGNED 


DEPUTY MEDICAL EXAMINER 


& 


g the word “pending” in pen: 
MEDICAL CERTIFICATION, 


20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Siete) 
faclory, street, office bldg., elc.) | 


MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If an: 


te the certificate, writin: 


4 should be forwarded to th 


ignated agent, prior to burial, cremation, or removal, and in any eve! 


Wee | even rere w. mmceenr, nao. ie bt hay 2026-62 
AsBShe 

fos S 

ta 


22a. BURIAE, CREMATIONA 22b, DATE THEREOF  |/22c. NAME OF CEMETERY OR-<REMATORY 22d. LOCATION {Cily, town, or country) “(Stete) 
REMOY. s he 
2 262s Ns . A Ud . 
DDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


DATE Yar 2 62 ea ae POTTY 


01766 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


01749 


The low requires thot the death certificote be executed within 24 hours after deoth. Poge 4 


-tronsit permit. 


Then please remove corbon popers. 


st 
3 = 1. PLACE OF DEATH Hi ee (Where deceased tived. If institution: Residence befare admission) 
So °. (4 9. Sh b. COUNTY 
38 ret 4 MARYLAND /, G7, eerol 
Bo b. CITY OR TOWN IF oulside corporote limits, write Tc. LENGTH OF STAY IN Tb TY OR rae {If outside =a limits, write RURAL and give nearest town) 
5s RUBAL and give neggest tawn} 
mod “ 
= LSP) 4 {2 ALD v4) ies 2 
2 HOSPITAL (If not in hospital, give street oddress) “7 STREET fae e- 1S RESIDENCE 
£5 ON eee : ~ © ON A FARM? 
, BLE Lh he ee ave. vO) Not 
6 3. NAME OF First 4. DATE Month Doy Yeor 
a DECEASED om 
3 ype or prin) "Faas ON DEATH Februar i 19 62L 
2 S. SEX %, COLOR OR RACE |7. MARRIED VER MARRIED (-] | 8 DATE OF BIRTH AGE {In yeor IWUNDER 1 YEAR] IF UNDER 24 HRS. 
; sybishday) [Months] Doys | Hours] Min, 
ty 4 Je wipowep [] Divorced (] hic 6 yrs. B 


10a. USUAL OCCUPATION (Give kind of work ari ere 10b. = OF BUSINESS OR INDUSTRY‘ 
during most of working life, even a 
Sovrare / 


fevier ee 


13, FATHER'S NAME 
‘ 
a 
1s. WAS DECEASED EVER IN U. S. EB. oa 


(fes, 10, oF unknown) 


\ 


ei 


Lt oar NO. | 17. INFORMANT 


12. CITIZEN OF WHAT COUNTRY? 


Beat Zz. 


Address 


PART |. DEATH WAS CAUSED By: 


b IMMEDIATE CAUSE (0) 
, . 


= puE TO 
Conditions, if any, which 
gave rise to immediate 
cause (0), stating the under- 
lying cause last. 


(b) 
DUE TO 


(c) 


IF yes. give wor or dates of servicn) - 

Ao __| ie bal EEE spat L pleat peepee 
18, CAUSE OF DEATH [Enier only one couse per line f (b), ond (c INTERVAL BETPEEN 
ONSET AND ATH 


= 
3° 
2 ra Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. Was AUTOPSY 
ee g —— 
= O|k —_—— = ves] NO 
me = | 200. ACCIDENT WAS UNDERLYING D)__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port It of item 1B.) 
3: & | OR CONTRIBUTING -EFCAUSE Of} SS 
iF & JCF EITHER, NOTIFY MEDICAL EXAMINER} 
2 2 
° & ]20c. TIMEGPINIJURY Month, Doy, Year |20d. INJURY OCCURRED —_[20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (State) 
. 3 ‘Houser . . foctory, street, office bldg., etc.) 
2 3 a.m. While Not while ——s _ a 
= = p.m. ie ae lot wor it work —_—_—_— \ 


by the hospi 
ECTOR: After this certificate hos been signed by the ottending physicion ond completely fille: 


d 


* 


TO HOSPITAL OR ATTENDING PHYSICIAN 


aa 
aN 
=> 
2a 
Pr 
S 


be detoched for use os the burio! 


= 


tify that (1) (this hae | attended the deceased fram. #44 
deceased alive an_gey~_ wE%q d that death acd hited 


ae, jpbdi0 Ab te 


19G_Z-that (I) (we) last 


A594 it 24.M, fram the causes and an the date stated abave. 


rM.D. 


STAFF 
Prys. 


22b. DATE 
SIGNED 


(ii 


ATTENDING. MED. 
PHYS. DIRECTOR 
22d. ADI 


the Stote Boord of Health prior to buriol, cremotion, ar removol, ond in ony event hin 72 hours after death. 


‘ ss AL “Sey — S01 8 


pare® 13 '62 


Anta ff Foceine 


3 
pec ot , (SuUsh LD Lae LAEAD__SIRLY ae 
owM 4 
az j230. BURIAL, CREMATION |, | 23b. DATE THEREOF 2c. Ni OF CEMETERY OR CREMATORY 23d. JOCATION (City, tawg, or 0 (Stote) 
>S (OVAL [Specify 2-/0- or yr 
foe - 
ral 2Sa. REC'D BY REGISTRAR | 2Sb wes 'S SIGNATURE 


{2 ete 
° fe Rea? 


ae wes $9 1 he 
Ly) ie rr siete we. 


Laie Se wee 
eG SATA Ae ieee a 
at! i piece ene . , 

= . tk 


MA es 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, OFIS5 


Nt 767 CERTIFICATE OF DEATH 


i; PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, H Institution: Residenca belora admission) 
a. COUNTY a. STATE b. COUNTY 


oe eZ give naarast town) 
id 
¢ 4 is RODE 


= 


c. CITY OR TOWN Moutside 


b, CITY OR Tow 
Py RUBAY 


OZ 


in by the funeral 
ages } and 2 should 


led 


Last 


PeceseD yi ia 2 eee BA Ze 7 
reo Joy £7 fg7y | tom oft; pon 
eS ¥ RIEL Ea te a : 
5. SEX 6. COLOR OR RACE)7, MaRniED [-] NEVER MARRIED [-] | & OATE OF BIRTH 9. AGE (In yoors [IF UNDER 1 oF IF UNDER 24 Hits, 
y eae Months] Days | Hours | Min. 
winowen Bl pivorceD [_] Z, LED 7/, | 


Bas 
W Tas PLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


14, MOTHER'S MAIDEN NAME 9; 
pas 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. SOCIAL ayes. NO.| 17. INFORMANT 
(Yas, no, 9 unkown) | (Ilyasgivawarordatasofservice) 


$ a y Addrass, 
18, CAUSE OF DEATH [Enter only one cause par BE dat for | (a), {b), and On © si iy 7 INTERVAL na 


~ 
ONSET AND fap 


PAT ATS Plsslonences 6 Lobeea a “Facey. 
| DUE TO e; 
Condiviens, il-any, which ° CE. 3 A LOke. Oe 


id comple: 


t, within 72 hours after death. 
\ 
oD 


Wa, TOb. KIND OF BUSINESS OR INDUSTRY 


cian anc 


he OCCUPATION. G ‘@ kind of work 
duri 


Oltimirg) la, avan il retirad) 


in any eveni 


it. Then please remove carbon paper: 


s that the death certificate be executed within 24 hours after 


cian, 
igned by the attending physi 


-transit perm: 
|, cremation, or removal, and 


21. F certify that (I) (thishespitah> attended the deceased from... Kon si = Sete poe : Satz 62 that (I) Gwe) last 
19, £2. and that death cnn EOL from iif causes and on the date stated above, 


saw the deceased eli on... Kore i Eo 


22a, SIGNATURE ~22b. DATE 
S% ‘ae hee ¢ Pere CPU uty ae et to Oo mS, fl gts 
ce i - a F Fy 
Pre AME. (Type) SS G2 ‘oO K a 7 4Y & h goes S yy os KK ad ES) ¢ U- ‘= 


cd 
§ = ss 
3 a gave rise to immadiata causa ou C 

5 < F 
o's {e), stating tha underlying 2 Meat Bee, ea ee 
Bg colisa fest) oO (amare SE LB, be OL, hog 2 me 
2s omits PART Il. OTHER SIGNIFICANT, CONDITIONS CONTRIBUTING TO,DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART J(a)) 19. WAS AUTOPSY 
83 2 id ae eck. BA PERFORMED? 
coy 3 “ey te fs i? 2 yes [] No 
= 2 a =s = S 
ba | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nejure ol injury in Part | or Part Il of item 18.) 
od & | on CONTRIBUTING [] CAUSE OF DEATH —— 
£5 © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
= 4 -. = 
Bs § | 20«. TIME OF INJURY “Month, Dey, Yaar 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (Stata) 
<a ry Hour a.m, Whil Not While factory, streal, office bldg., ate. a 
ae = ata 19 et work ["] at work [ ] 
O8 
= 
oz 
3 
me 
aa 

- 


4 may be retained by the hospital or attending physi 


ctor, ¥: 


be filed with the State Dept. of Health prior to burial, 


PITAL OR ATTENDING PHYSICIAN: The law requi 


un ‘nol 
92: 3 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY On Ha TQCATION ci n. Pa a 
Epa REYWOVAL (Speeity/ a 
Tg tag LLEY/ GE. cath 
aa AIS (4) Le SIGNATURE RES . 25a. REC’D BY REGISTI 2Sb. Me SI ATURE 
ean l Stl be ge He, wf, vate FEB 2 7 62 ae. fx 
= a = SS fae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, OAPIAP 
01768 CERTIFICATE OF DEATH 


— 


gz — — — 
83 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
és a, COUNTY a. STATE b. COUNTY > 
rr Carroll MARYLAND Maryland ‘ Allegan = 
=o b. CITY OR TOWN [if outside corporate limits, ©. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
35 write RURAL end give neerest town) n 
£y Spr ngfield, Sykesville 7 mos. 9dys Eckhart Mines plo > 
Be a d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS °. ea 
iy } 
££ -s—waephinefield State Hospital ____||__Box 135. e2 ves [] No bel 
3. NAME OF First Middle — Lest Month Dey Yeer 
rae Lae 
Crease _ Sarah Harris Twigg peaTH February 22 (19 62 
5. SEX 6. COLOR OR RACE)7, jaRRIED [-] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In years |IFUNDERT YEAR| IF UNDER 24 HRS. 
last birthday) pene Deys Hours | Min, 
Female White wipoweD [X) DivorceD [_] June Reh 1884 17 | 


12. CITIZEN OF WHAT COUNTRY? 


LLB. E 


We. USUAL OCCUPATION (Give kind of work N. BIRTHPLACE (County & Stete, or foreign country) 


done during most of working life, even if retired) 


Housewife _ 


13. FATHER'S NAME 


10b. KIND OF BUSINESS OR INDUSTRY 


Maryland 


14. MOTHER'S MAIDEN NAME 


ling physician and compler| 
Then please remove carbon papers! 


William Harris 
1S, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (IFyesgive wer ordetes of service) 
No 


/18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).]_ 


‘ Catherine Cross — a4 
17. INFORMANT Address 


Springfield Hospital Records 


16. SOCIAL SECURITY NO. 


INTERVAL BETWEEN 
ONSET AND DEATH 


21. 1 certify that {I} (this hospital) attended the deceased from..............4™ 


eo BRD. 19. OR and #] 


3» de 


ath occured atlQ%..M, from the causes and on the date stated above; 


saw the deceased alive on..... 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


uv 

i= 

io 

° 

o 

:£ 

S > 
cee.) PART |. DEATH WAS CAUSED BY; 
38 uy IMMEDIATE CAUSE e) __ Cardiac insufficiency ___ _ : Years - 
ao ~~ © 3_dUETO | 
oo — * 
fe Conditions, if any, which Old age inanition, * _| Years. = 
oo 3 geve rise to immediete cause 
io (e}, steting the underlying DUE TO 
he sause Jest ) a 4 aT > 
cc 3 0 Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1e)| 19. SaRTAUTCRSY 
4 shes LIL SS 
2g = 
as 3|_©.B.S. with senile brain disease with psychotic reaction. _ Wet} eI, 
£8 © | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of Injury in Part | or Pert Il of item 1B.) 
Orn & | on CONTRIBUTING [1] CAUSE OF DEATH 
£5 & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3s & Zoe. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20s, PLACE OF INJURY (Home, form, + 208. (City or town) (County) (State) 
Re a Hour e.m. While ___ Not While factory, street, office bldg., etc.) | 
ei. 2 ae 19 et work [_] et work [] | 
‘oa 
29 
BY 
>be 
om 
EQ 
+t 


SE ee ATTENDING MED. STAFF ee sion 
Cr $ mo. | PHYS. [J oiRECTOR [} PHYS. Bq 22 
2c, PHYSICIAN'S “( 22d, ADDRESS ——, 


al, M.D. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after d 


director, page 3 should be detached for use as the burial-transit permit. 


Po I nant re") Need B Springfield State Hospital, Sykesville, Ma. 
ee = 23a. BURIAL, CREMATION, 3b, DATE THEREOF 23e, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) r (Stete} 
029 wmburial | 2-25-62 | F'bg.Memorial Park Frostburg, ss May._—_ 
nee be (4) Se 24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS: 25a, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 

eri ae Lashed Frostburg, Md. _loarFEB27'62 | Guten £ finma 


sanee ere 
ura ‘a Woe sw | 


drt tee & at = 


ote Te apne! 


ane Shy si a "4 
at ; 


ta iv Ls 


ony 


+ he 


es 
bones ey ar te) Se Se 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


01769 CERTIFICATE OF DEATH O1752 


~ ose 
& 8 8 i iB PERT, va sua Sans (Where, deceased lived. If institution: Residence before admission) 
5 Bs °. a. b. COUNTY 
= M v 
So epee \ reel oe [Ya af. as 
Ba b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOW outside corporote limits, write RURAL ond give nearest town) 
3 aN UBAL ond give, oe 3 a ¢ 
23 — / hes bone Bae Lore. Zvi 7 
se d. NAME QF HOSPITAL (IF nop, in hospital, give street address) E STREET ADDRESS e. 15 RESIDENCE 
=a { { OR SOATITUTION > 4606 PB. Vt oy, z ON A FARM? 
ecw 
oT A974 tress Mctitcasanyy Mopac alton Street | et om 
3 3. NAME OF First Middle Las 4. DATE Manth Doy Yeor 
oan 
+ Mase FAVE Browne Walch. | om srhruary pz, vb2 
3 5. SEX 6 COLOR QR RACE | 7. MARRIED [[] NEVER MARRIED ([] ATE OF BIRTH 9. AGE (In yeors [IFMNDER | YEAR| IF UNDER 24 HRS. 
= lost birthday), [Months] Days | Hours] Min, 
ele | W E|wioown pe wore | Jue 28, / KZA 15. 
10a: USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mgst of working life, even,if retired) Sa 4 A. 
Cg a) LY LY, ah ae Ee 


13, FAVHER’S NAM 14, MOTHER'S MAIDEN NAME 


FE. [3 Ro wn Jane Wren 7 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT 


en se 88 /nan PVE 
Le _| | Were C.Henrywalskh ~Shnr% i aed 


a on oe G? Vener lar Lp he: 
Sri bectoret ie. rte! Puvel WaesihesD! 


1B. CAUSE OF DEATH [fnter only one cause per Jj 


PART |. DEATH WAS CAUSED BY: 
ft r 1 JMMEDIATE CAUSE {o). 


jo ! DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


, ar remaval, and in any event, within 72 haurs off 


requires that the deoth certificate be executed within 24 haurs after death. 


After this certificate hos been signed by the attending physician and completely 


= Canditians, if any,7which (0 
E gave rise to immediote 
g couse (a), stating the under. ( OVE TO 
ete lying cause lost. re) 
Ses dying seue ete 
Olle Pant tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
a ban] = ——— a a PERFORMED? 
eae 
ris: % ves NOT 
Foes © [20a. ACCIDENT WAS UNDERLYING. [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
23232 (EIFS) 
Co 9 Gee G i 
of 3 eA 
Z 0555 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PACE OF INJURY (Home, for 1 20F, (City or town) (County) (tote) 
aj 5 A p factory, street, office }» ete. 
E285 Sf ar ee ee ees. ee 
= 2 my. 
Speatae an 
eE,22 bs F E 
zi 3 a 21.1 certify that (t) (this hospital) attended the deceased frot we BO __ 9s" tos fs C2, 196.2 that (I) (we) last 
° 
8 RSS sa Yeceased alive anfefreucg (2. 19_G Zand that death ese 72M, fram the causes and an the date stated above. 
2 xo 3 
a 2 
-=O% 7a RE yy 7 22. DATE 
be ale aaa ATTENDING ‘MED. STAFF SIGHED 
es B 25 e247 ‘ .. | PHYS. DIRECTOR PHYS. 2YZ-EX 
O25 25 ig fan's Y 22d, ADDRESS 
> ype) 
Se: ‘ oseph EF TS MO | HAmn pst Fao Mary Lert 
Bg°8 3a. BURIAL, CREMATION, | 23b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
+3 2 REMOVAL (Specify) 
oP Po 
Eg c= 
4 
s 


aS TO HOSPITA 


24, FUNERAL DIRECTOR'S, SIGNATURE Eoue 250. REC'D BY REGISTRAR 25b, REGISTRAR'S SIGNATURE 
DATE 


Henry W. Jenkins & Sows Co. 


fgets teed debe, deity 15 "62 Catlua f Kissa 


=> 
E> 
rs 
yy) 
GO 


MARYLAND STATE DEPARTMENT OF HEALTH | 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MASTS: 
01779 CERTIFICATE OF DEATH 35 


ds 


"| 18. CRUSE OF DEATH [Enter only one cause por line for (0), (b), and INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: < . ONSET AND DEATH 
p  MMepiate cause (o)_ _Senticemia Days 
] es p.4 DUE TO 


geve rise to immediete couse 
(0), steting the underlying ¢ DUE TO 
cause let, ()__Bed sores 


& ms] 
q & 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission), 
epee a. COUNTY Carroll a. STATE Maryland b. COUNTY Bal to. Cat eh 
a6 =e —# os serial o,City V_ 
= ee & b. cry OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and giva oebrast ey 
yz ase write RURAL and give neerest town) ‘ 
Pesce Be Sykesville lyr.lldays Baltimore 18 __ Bvot-t 
= 35° d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva sireet address) “d. STREET ADDRESS “ e. IS RESIDENCE 
Eee ON A FARM? 
es ___ Springfield State Hospital 2701 Matthews St. ves [] no [% 
s Ba 3 “NAME OF | Fist = Test ) 4. DATE Month Day Yer 
a OF 

gS Fac (vps er/prinl) Howard Jefferson Walters peath February 12, 49 62 
3 Soe 5. SK 76, COLOR OR RACE|7, MannuéD (OX) NEVER MARRIED [-]| © DATE OF BIRTH 9. AGE ln voor IF UNDER 1 YEAR) 1F UNDER 24 HRS. 
‘ec . Se Male White wioowen [] _vivorcep [] July 18, 188), yr. Po SN es e 
& 8 g 3 TOs. USUAL OCCUPATION (Give kind of work | 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
aes) o done during most of working life, even if retired) | U A 
B S82 Salesman - Maryland sop 
§ <2? ‘alle a ae ee =, 
= = $ £ 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
3 sae Ambrose Walters | Catherine Dietrick 
o £§ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT = | ~~—~— Address —~ 
= ie = (Yes, ay unkown) | (Ifyes give wer ordetes of service) 6 8 ‘ ; 
‘ae o j ~ 216-07-987 Springfield Hospital Records. 
£ # nae ete 
- (3 
5 & 
“4 = 
© a 

2 
reece 
a a 
° 
z 
= 


Conditions, if eny, which (»)_ Pulmonary abscesses ————— | Days —% 


2. 2 Brg! OTHER SIGNIFI (ge ee CONTRIBUTING TO, DEATH BUT NOT RELATED 10,1, iE TERMINAY DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
2} C.B. sassoc.with cerebral arveriostlerosis wit psychotic reaction. PERFORMED? 
S yes f¢] NO [] 
© (20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Entor nature of injury in Pert | or Pert Il of item 18.) _ 3 ‘ 
az J OR CONTRIBUTING (}) CAUSE OF DEATH 
G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20e. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 2Ge. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stete) 
5 Hougacalen. While __Not While lactory, sireal, office bldg., etc.) | 
2 oe, 9 et work [_] et work [_] \ 


.Y ANALY. Ay IVS i 2S., that (I) (we) last 
saw the deceased alive on... RERLUATY.. LAID. ae , and that death occured ath 30PM,. m the causes and on the date stated above, 


Ges fea E 5 i = of Meee MED, STAFF 2a OA NED 
CLatiettu Sef Che, iyfe cp. | PHYS. [J irector [J PHYs. [2 by 2/12/6e” 
Ze. PHYSIGIAN’S 7 22s re wo > 


mawy re! Agustin delCampo, Springfield State Hospite1, Sykesville,Md, 


4 may be retained by the hospital or attending physician, 
LL DIRECTOR: After this certificate has been signed by t! 


‘AL OR ATTENDING PHYSICIAN: 


director, page 3 should be detached for use as the burial 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


: me 7k ¥. = Sa et ¥en See ee eee : 
mae 23a, BURIAL, CREMATION, | 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ~ (Stete) 
ry REMOVAL (Specify) | 
o~8 Burial — 2-16-62 |New Cathedral Cemetery Baltimore . 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS ee REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 7/61 Wm.Cook,Inc.,1217 St.Paul Street,Baltimore 2 pate FEB 1 4 '62 Ciittun & iene 


MARYLAND STATE DEPARTMENT OF HEALTH 


- * DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
: 01771 CERTIFICATE OF DEATH 01'754 
~~ | PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution, Residence before admission) 
. a, STATE b. COUNTY 
Carroll MARYLAND a ryland Baltimore 
b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN Tb «, CY ae TOWN (If outside corporata limits, write RURAL and giva nearest town) | 
write RURAL and give nearest town) 
Sykesville ; 2mos. 19dys. Baltimore 22. _ L an ae, 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilal, give street address) d. STREET ADDRESS a Rees 
___ Springfield State Hospital _ 2 7708 Old Battle Grove Road PSE Nom 
3. NAME OF inst ~~ Middle ~ Lash 4. DATE Month Dey Yeer 
DECEASED OF 
Gipsieriptinn Kathryn Pyfle Williams| PF*™ February _ 26% 219062. 
5. SEX 6. COLOR OR RACE) 7, MARRIED [OUNever Marnie [] | & DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last pe NR Deys | Hours é 
Fenale White wioowro [XH _ovorceo[]| April 15, 1893 68 » pal Be 2 
Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR Rosie iI, BIRTHPLACE (County & Siete, or foreign country) ) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working tife, aven if retired) 
Dishwasher - West Virginia (a ae ae 5 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Pete Pyfle fe 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address x 
(Yes, ng, or unkown) | (Ifyesgivewarordatesofservice) 
No - - _| _ Springfield Hospital Records. 
‘8. CAUSE OF DEATH [Enter only one cause per line for (8), (b), end (c.] ay RNa 
PART |, DEATH WAS CAUSED BY 
-—7 y IMMEDIATE CAUSE ‘___ Septicemia Ser = E : Days a 


gave rise to immedieta cause 
{e), steting the undertying DUE TO. 
cause lest. (c) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) 


ie TO 
Conditions, if eny, wh Infected bed sores = | weeks 


1, WAS 5 AUTOPSY 
PERFORMED? 


YES No. Gl 


C.B.S. associated with cerebral arteriosclerosis, without without, psychosis, 
200. ACCIDENT WAS UNDERLYING o 20b. DESCRIBE HOW INJURY OCCURED. (Enter netura of injury q Pert | or Pert I of ifem 

OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20d. INJURY OCCURRED 


While Not While 
et work [_] et work 


20c, TIME OF INJURY Month, Day, Year 


20e. PLACE OF INJURY (Home, f “20f. (City or town) (County) (Stete) 
Hour a.m, 
psm, 19 


fectory, street, office bldg., etc.) | 
21. I certify that (I} (this a a; the deceased from. ames 2a Ma 2., that (1) (we) last 
saw the deceased alive on ra 19.62.,, and. that death occured a'Z220h, TreMethe causes and on the date Stated above, 


22b, DATE 
Wee <s T/ (Care wo, (ABO Biron or BE ey aS 


22d, ADDRESS 


MEDICAL CERTIFICATION 


LL DIRECTOR: After this certificate has been signed by the attending physician and comple™ 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Page: 


1e 4 may be retained by the hospital or attending physician. 


TAL OR AITENDING PHYSICIAN: The law requires that the death certificate be execut: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours ai 


Agustin dei” Cam Campo, MéD. Springfield $ State Hospital, Sykesville, Md. 
es 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, lown or county) ~~ (Stete) 
8 Cpe ale t 4 b 
9%0 Mar. 3.1962] Holy Cross airmont, West Vircinia 
pte AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
15M 7/61 JOHN J. DHDA 7922 Wise Ave. 22, Md. pate WAR 1 _'62 ‘tun £, Mane 


hin 24 hours after 


L OR ATTENDING PHYSICIAN: The law requires that the death certificate be execul} 


al 


’ 


he attending physician and comple! 


led in by the funeral 


and in any event, within 72 hours after death. 


en please remove carbon papers. Pages 1 and 2 sh 


| or attending physician. 


L DIRECTOR: After this certificate has been signed by t 
director, page 3 should be detached for use as the burial-transit permit. Th 


4 may be retained by the hospi 
be filed with the State Dept. of Health prior to burial, cremation, or remov: 


YR AIS [4) 
1SM 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


01772. tol inde Sagal OF DEATH 01'755 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissi 
+e COUN TT ©. STATE b. COUNTY 
Carroll MARYLAND Mary] and Baltimore ¥ 
b. CITY OR TOWN (if outside corporete limits, . LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporete limits, write RURAL and give neerest town) 
write RURAL and give nearest town) P 
sea eek 9 days. tAmore. >. TOM Seer e, 
d. NAME kesvil Beaerenoe {if not in hospital, give sirest address) d. ama s el, = Is RESIDENCE 
EAL, ; i . 020 Texas Avenue es Ja NogeL 
3 Pear ringfield State Hospital Middle =a 4, DATE Month Day ion 
ECEASED ~ OF 
[Type or print) Lillian Wise DEATH 2 10 19 62 
ae oe 6. COLOR OR RACE| 7, saaprieD [~] NEVER MARRIED 8. DATEOFBIRTH = 9. AGE (In yoars |IF UNDER 1 YEAR| if UNDER 24 HRS. 
Oo Q ae Meus Days | Hours Min. 
Female | White | wow] _ pvorceo [] | November 23, 1883 | i J 
10a. USUAL OCCUPATION [Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even it retired) | 
Secretary | |Gov't.- Retired | Maryland. U.S.A. — 
13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
Henry A, Wise | Minerva E. Pifer- e 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown) | (Ityesgivewarordetes of service) 


Ho. = fe | el - _ Springfield Hospital Records 


"18. CAUSE OF DEATH [Enter only one cause per line tor (a), {b), and (c).] 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


PART. OATH Wabiat- cause io) __Bronchopneumonia days 
vA, 5 DUE TO . 2 
A i}. ~ O 0 Arteriosclerobie Heart Disease years 
‘onditiéns, if any, which (b) a 
gave rise to immediate ceuse Be ca I. 
arias, Sen oa Generalized arteriosclerosis. years 


(me 2 


z | PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)) 19, WAS AUT 

= a Rect et h PERFORMED? 
slo ode Sosa 

<|C.B.S. assoc. with senile brain disease, without psychotic reaction, ves [] No &] 
= | 20a. ACCIDENT WAS UNDERLYING [) ib. DESCRIBE HQW INJURY OCCURED. (Enjoy neture of injury in Pert | or Part II of item 1B.) 

& | OR CONTRIBUTING DE CAUSE OF DEATH # al ¥ th WI tryi t t dowm 

te] (IF EITHER, NOTIFY MEDICAL EXAMINER) S 2 WL cer tLe ng Oo Sl on a foot steal 

Vac. TIME OF INJURY Month, Day, Yer) 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 20f. (Cily or town) ~ (County) 7 (State) 

g Hae em. | While __ Not While factory, street, office bidg., etc.) 

2 


_ Sykesvill 


12=27,,61 |arwok (a wet Gt [Hospital 
21. 1 certify that (I) {this hos, attended the ape from... 


saw the deceased alive on... 5 Rete gear , and that death occured we 


Carroll Mad. 


22e. SIGNATURE Ss 22b. DATE 
VA, ATTENDING MED. STAFF SIGNED 
PAUL th Ld mp. | PHYS. L]__pinector [} PHYS. jel 
fe oe =z = —_ 


> ~| 22d. ADDRESS 


/_____Agustin del Campo, ,D,____Bpringfield State Hospitel, Sykesville,Md. 


‘ REMATION, | 230. DATE THEREOF 23, NAME OF CEMETERY OR-CREMATORY ke Ti City, tows, or-county) hy" 
MOVAL (Specify) | wl war | ie SO, rs 7-4 
git e. |2-/4-62 | nee) LEZ ee bed Lb ty, Lia, 
25a. REC'D Bi "SSI TURE 
FEB ae 
4 DATE 


F 


lien ah dp baell, De 
‘ U 


